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A‘ the present time (and I say at the present 
time because things may change in the next 
ten years about tuberculosis), we must regard 
tuberculosis as a chronic disease requiring treat- 
ment for an unknown number of months or years. 
It is a chronic disease, the treatment of which 
usually requires a number of different forms of 
therapy: treatment at home, involving bed rest 
and the avoidance of contagion for others; treat- 
ment in a sanatorium where there is bed rest and 
the same care about contagion, and where there 
are also surgical procedures such as collapse ther- 
apy and thoracoplasty ; and where there may be 
used, in either place, antibiotics like streptomycin. 
Different kinds of treatment may have to be 
used from time to time in the course of a patient’s 
tuberculosis treatment. The patient has to be 
prepared for these changes. It may be that one 
kind of treatment has not been beneficial, or that 
Perhaps he must 
shift temporarily to some other more drastic 
treatment. 

All of these changes involve a high degree of 
co-operation on the part of the patient. To make 
matters worse there is no quick, easy or sure cure 
for tuberculosis and out-patients soon get to know 
that. Furthermore, bed rest (that is, an extremely 
low level of activity for a long period of time) is 
still the major reliance of therapy. To make 
matters still more difficult for the patient with this 
illness, he soon learns or he witnesses,.in other 
patients, that he may be subject to unpredictable 
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relapses. For him to be successfully treated under 
these conditions it is most important that the 
patient have the capacity to sustain co-operation 
with the physician and other persons who are part 
of the medical team. In this regard, he has to sus- 
tain co-operation with medical personnel for a 
long period of time in diverse kinds of therapy 
and with possibly various kinds of discouragement 
and no certain result. He is thus in the same 
situation as patients with other chronic, inter- 
mittent diseases, such as diabetes. Here, where we 
have an important therapeutic chemical substance, 
insulin, exactly the same problems are found. In 
the cases of persons with structural heart disease, 
such as rheumatic fever, we have the same prob- 
lems of ups and downs, of different kinds of treat- 
ments, from limitation of work to surgery. People 
with epilepsy must be followed all their lives. 
Thus, in the treatment of various chronic, inter- 
mittent diseases, there are common general prob- 
lems. 

Apparently it is extremely difficult for people 
with tuberculosis (as with other diseases) to sus- 
tain a co-operative relationship with medical per- 
sons or a medical team. This difficulty is high- 
lighted by some recent studies, published in 1948. 
I refer to the issue of the Public Health Report, 
November 5, 1948, Tuberculosis Control Issue, 
Number 33, in which the main article “Irregular 
Discharge of the Tuberculous” covered the prob- 
lem of irregular discharge, meaning discharge be- 
fore the person had received maximal benefit from 
hospital treatment. 

In this article there is the statement that over 
50 per cent of tuberculous patients in Veterans 
Administration sanatoria left before they had 
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received maximal benefits from hospitalization. 
More than half the patients in these VA tuber- 
culosis sanatoria failed to receive what they should 
have from modern medical knowledge. You might 
think that this might have had something special 
to do with the way VA sanatoria are operated 
but study of other hospitals showed it had nothing 
whatever to do with the way VA hospitals, as 
such, are operated. A survey was made of this 
sort of thing in hospitals throughout the country 
including public and private sanatoria, of various 
sizes, and in diverse locations. In one such survey 
made some years ago of a sanatorium in Ten- 
nessee, for example, 70 per cent of the hos- 
pitalized tuberculous patients left against medical 
advice, that is, before they received maximum 
benefits. So the figures run for over a hundred 
sanatoria throughout the country which have been 
studied during the past ten or fifteen years, right 
up to the present time. Taking all the figures 
together, from about 30 to over 70 per cent of 
hospitalized tuberculosis patients do not complete 
their course of treatment. A fair number of these 
are dead within a year, having in the meantime 
spread infection to an unknown number of other 
persons in that year. It must, therefore, be very 
difficult to sustain the kind of co-operation which 
I mentioned, and from that point of view, I don’t 
think it is exaggerating to say that tuberculosis 
had best be regarded not only as a disease of the 
infected parts of the body (the lungs for ex- 
ample), but also as a disorder involving the entire 
personality. Unless the person is treated in a 
certain way, we cannot give him the benefits of 
our best medical and surgical knowledge. 

From this point of view, which will be basic to 
the rest of what I have to say, I shall discuss 
certain points in the course of our professional 
contacts with a tuberculosus patient. If we have 
a greater sensitiveness to him as a person, we 
may help him sustain the necessary co-operation 
with a medical team. There are ways of helping 
a patient sustain such co-operation. The knowl- 
edge and skill to secure this co-operation are not 
widely enough spread throughout the medical 
team, We can bring out this kind of knowledge by 
discussing how to help a tuberculous patient: 
(1) at the time of diagnosis, when the patient is 
told he has the disease, (2) at the time when he 
is to have active therapy, as in a sanatorium, and 
(3) at the time when he is ready for discharge 
and ready to resume ordinary life. 
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Let’s take the first point, the time of diagnosis, 
Consider what happens at this time, which, if we 
consider the patient as a person, we might turn 
to his advantage. It is important to remember 
that his inner ability to stand up under this strain 
is decreased by his illness. 

The patient comes to see a physician for a 
general examination because he hasn’t been feel- 
ing quite up to par, his complaints are vague, and 
his work efficiency has fallen off. Perhaps he 
tires a little more easily but that is about as much 
as he knows. Let us suppose next that the ex- 
aminations, which are necessary, are done, the 
physician picks out some clues, perhaps a chest 
x-ray film indicates that tuberculosis must be con- 
sidered seriously. Then suppose he finds tubercle 
bacilli in the sputum or in the gastric washings. 
The x-ray reading indicates tuberculosis with- 
out question. The physician is certain of the 
diagnosis. This is completely unsuspected by the 
patient up to this point. 

Now the physician has to communicate the seri- 
ousness of the condition to the patient. And in 
giving the patient the diagnosis, no matter how 
he does it, he must make the seriousness of the 
illness understood. The patient reacts in one of 
a number of ways to which the physician can pay 
much or little attention. The patient may show no 
reaction at all, may look apathetic, just listen and 
show nothing. It is incredible, I think, for all of 
us who have seen patients with tuberculosis, to 
believe that they really feel nothing. 

One’s guess is that when a patient shows apathy 
on receiving such serious news, there is something 
about it that is so painful that he is stunned by 
the words, just as some persons suffering the 
bereavement of a close relative may show no 
outward emotion whatever. The very person that 
was expected to be most disturbed by the death 
of a father, mother, a husband or wife, may reg- 
ister no reaction. It is perfectly possible for him 
to be so startled by serious news as to appear as 
though nothing had happened. The physician, 
after he tells the tuberculosis patient of his di- 
agnosis, may go on to explain about treatment. 
He may talk for 15 or 20 minutes. He may find 
to his surprise, some days or weeks later, or when 
some one else talks to the patient, that a quite in- 
telligent patient has remembered nothing what- 
soever of what has been said to him. 

There are many variations in reaction to emo- 
tional shock. One may simply remain stunned 
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and unaware. There may be the reaction of cry- 
ing, or with men (who aren’t supposed to cry in 
our society except in the presence of their moth- 
ers), there may be tears in the eyes. Other reac- 
tions include intense fear which the physician 
usually describes as shock. The physician may 
pay no attention to these reactions, or absence of 
reactions, but may keep on explaining what the 
disease is and what will happen to his patient. 

The patient, in his intense anxiety, may assert 
that the physician is wrong in his diagnosis, may 
go on telling himself that he can’t possibly have 
the disease, and his thoughts may follow one of 
various common courses. Some patients may 
never want to see another physician again and, in 
consequence, become seriously ill, or report to 
a hospital too late, or may die. Others may go 
from doctor to doctor, hoping to find one who will 
tell them they do not have tuberculosis. If there is 
any question about the diagnosis, or if the physi- 
cian does not have time to discuss the findings or 
make a careful study, these patients will seek 
assurance from persons who are not physicians, 
who are willing to differ. 

Another kind of reaction that is not so com- 
mon, for some reason or other, is the sudden 
outburst of anger on the part of the patient, 
against the person whom he blames for having in- 
fected him—some one in the neighborhood or in 
the family, perhaps, who is known to have had 
tuberculosis or is thought to have had the disease 

Many other things may take place in the think- 
ing and feeling of patients at the time the diag- 
nosis is communicated to them. Some people may 
think that having tuberculosis is punishment for 
personal misbehavior. They reason: “I stole 
something, I was unfaithful to my wife or my 
husband, or I acted too arrogantly. This, then, 
is my punishment.” Since some patients regard 
this news as being a punishment for something 
and since no one likes to be sentenced to jail, talk 
about being in a sanatorium for a year to such 
a person is the equivalent of a jail sentence. Such 
a person may decide, “before I go to jail I'll 
have my last fling and have a fine time night after 
night.” 

In one such instance, reported by Dr. Jules 
Coleman of Denver, who has had a very wide ex- 
perience with tuberculosis patients, the following 
occurred: a young man who had unilateral mini- 
mal tuberculosis received the news of his diag- 
nosis as the equivalent of a jail sentence. He de- 
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cided to have that last fling. Eight days trans- 
pired between the time of the communication of 
the diagnosis and his admission to the hospital. 
At the end of this interval, having had a high, 
wide, handsome time, day and night, he came in 
with advanced bilateral pulmonary tuberculosis. 
This is perfectly possible — one’s physiological 
condition can deteriorate thus rapidly, permitting 
the spread of the tubercle bacilli. 


Other persons, when the diagnosis is communi- 
cated to them, believe that if they carry out the 
prescribed treatment, such as going to a sana- 
torium, their friends will never again want to 
have anything to do with them. They feel, in 
short, they will be as rejected by everyone as 
though they had leprosy. Nobody will want to as- 
sociate with them, everyone will be afraid of them. 
This is their obsession. Thus, the communication 
of the diagnosis to some people means “I’ve lost 
all my friends. I'll have to move away.” 


To other people, the main thought which occurs 
is “I’ll be on my back, helpless, not earning any- 
thing for a year or more. I'll be completely de- 
pendent.” To persons who have always been self- 
reliant, dependency is the cause of intense emo- 
tional distress. They find it difficult to accept the 
diagnosis chiefly because it involves complete de- 
pendency for a fairly long period. 


To still other people, the diagnosis of tuber- 
culosis may come at a time when they are in the 
mid-stream of developing their career. Such 
people may feel as if everything, life itself, will 
now be interrupted and that opportunity for ad- 
vancement may never return. 
course, this is true. 


Sometimes, of 


Thus, the news of the diagnosis of tuberculosis 
may have any one.of a variety of serious mean- 
ings to a patient. The doctor himself may know 
nothing of these meanings unless he learns them 
from the patient. The usual custom in the past 
has been to attempt to get nothing from the pa- 
tient. The patient’s reactions thus remained un- 
known to the physician. 

Some of the things which physicians do in 
communicating diagnosis are known to be very 
ineffective. What I say here about doctors ap- 
plies also to nurses and other members of the 
medical team. Both doctors and nurses must 
work together on this job. Doctors are usually 
the first to communicate the diagnosis. Among 
the ineffective procedures that doctors use at the 
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time they communicate the serious news are these: 

They may minimize the seriousness of the news 
and talk in a very vague and casual way about it. 
“Oh, you have a spot on your lung, but you'll be 
all right.” Giving the patient this kind of false 
reassurance is no kindness whatever. The pa- 
tient really must be prepared for what is going 
to happen to his life during the next year or two 
years. Not telling him what this is, not only leaves 
him open to a greater disappointment when he 
finds out what he is really up against, but may 
make him distrustful, first of all, of his doctor and 
later on, of any doctor or nurse, in fact of any 
member on the medical team. Thus, we have 
poisoned a very important source of security for 
him at the hospital, as will be discussed later. 

Another thing the doctors could do, when in- 
dicating diagnosis and discussing what has to be 
done, is not to be overly optimistic about the du- 
ration of treatment for this disease. Very com- 
monly doctors say, when communicating the di- 
agnosis, “you will have to be in a sanatorium or 
in bed for six months or so, and then you will 
be all right.” Tuberculosis is too unpredictable 
for that. Six months is almost universally felt 
to be too short a time for treatment—certainly 
until we have much better antibiotics than we have 
now. These patients look forward to recovery 
at the end of the specified time and the more they 
feel the disease has messed up their lives, the 
more anxiously they count on recovery by the 
exact day the doctor mentioned in his casual state- 
ment. When that day passes and they realize 
they are still ill, they tend to neglect themselves 
and to violate hospital rules. If at home, they 
go out and pay no attention to rest, and so on, 
and tend to have a rapid progression of the dis- 
ease. 

Another thing doctors tend to do is to give 
the tuberculosis patient a very optimistic por- 
trayal of a year in a hospital, away from home 
and family. They talk about freedom from re- 
sponsibilities, about freedom from worry and 
bills, and they minimize the difficulties of sana- 
torium life. ; 

It is important to mention that the physician 
is usually pleased by a patient who accepts news 
of his diagnosis very readily and with a smile. 
The doctor thinks: “This is a good fellow, this is 
a good patient, he takes it with a smile—he’ll go 
right ahead.” There are a number of instances on 
record, some of these also described by Dr. Cole- 
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man of Denver, of persons who really have ap- 
peared eager to accept the news of the diagnosis. 
They agree with the doctor while in his presence. 
They give him no hint of what they are thinking, 
but they may never see a doctor again, they may 
never enter a sanatorium. Perhaps they put this 
smile on to conceal how hurt they are. Their 
behavior remains unpredictable after they leave 
his office. 

Now what are some of the more effective ways 
of managing this total situation? 

The doctor usually doesn’t know what the pa- 
tient is thinking or feeling. He certainly doesn’t 
usually know what the patient’s circumstances are 
or what this interruption in his life at this par- 
ticular moment may mean to him. There seems to 
be no way out of this situation. But there is a 
kind of help which works in many other unalter- 
able life situations. When a person has a difficulty 
to surmount, it helps him to define that difficulty 
by expressing himself. The difficulty he experi- 
ences is an emotional disturbance, emotional dis- 
tress or anxiety (it makes no difference what you 
call it). He is temporarily disorganized. The 
best way to help the patient handle a difficult situ- 
ation when he is emotionally disturbed does not 
seem to be to minimize the situation for him or 
to preach to him about what he should do. He 
seems to be unable to do the thing that is the best 
for him to do unless something else happens first. 
That something is that he seems to have to dis- 
charge the emotion which is in him. Afterward, 
he can often face his ‘problem and plan more 
realistic action. 

The person who has been unable to solve a 
problem when intensely disturbed may be able 
to solve it when he has discharged the emotion 
he feels. The job the physician has to do (or, 
if the physician begins the job, the nurse has to 
complete it) could be put like this: When an- 
nouncing the diagnosis, one should wait to see 
what the patient will do and whether he does 
nothing, or a lot, or smiles acceptance. It is then 
up to the physician, after a brief pause, to allow 
the patient to react spontaneously, in an effort to 
find out what this news has meant to him. The 
physician could begin by saying: “What do you 
think about this”’—a simple question, or “what 
does the disease, tuberculosis, mean to you?” or 
“what will this do to your life?” or, “who will 
take care of your family or children (if it is a 
woman who has children) if you have to go to 
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a hospital?” The doctor must ask these questions 
and other obviously related questions—he must 
ask them briefly—and when he asks the question 
he must give the patient plenty of time to reply 
either by words or by expressed emotion. 

If the patient wishes to cry for five minutes, 
that’s what he should be allowed to do. If the 
patient wishes to talk and then break down and 
cry, that’s what he must do. The doctor must not 
interfere with his emotional reaction. The doctor 
will then not only get some of these emotional 
disturbances out of the patient by this kind of 
technique, but after some of these disturbances 
have been expressed the doctor will usually have 
learned many things the patient has to face in 
his treatment. Furthermore, the patient is then 
more ready to confide other significant attitudes 
and fears, since that is the usual result of sharing 
an emotional experience. The two individuals 
have become closer. A doctor can hardly do a 
thing like this in less than fifteen minutes of 
continuous time in privacy with a person. He 
can’t be interrupted by phone calls every few 
minutes, or people walking into the office—either 
the nurse or other patients. It requires some un- 
derstanding of the fact that people do not com- 
municate matters of emotional intensity unless 
they have privacy. It takes a few minutes for 
one person to warm up enough to tell another 
person something as important as what this news 
does to his life. Physicians need to understand 
that they have to allow time for the patient to 
go through this process—maybe only 15 minutes 
—that they have to allow this time in a setting 
of privacy where the patient feels he has the 
complete attention and interest of the doctor. 

The physician may decide that he wants to 
have another session the next day, so he may 
say, “I’d like to talk with you more about this 
tomorrow.” He doesn’t have to make any promises 
up to that point. He doesn’t have to describe any- 
thing in detail about what is going to happen 
concerning the treatment of the disease; just, “I 
want to talk to you some more tomorrow” is. all 
he has to say, and the patient will come back. 
Now if this procedure is followed, whether two 
or three times by the physician, or in the begin- 
ning by the physician and then by the nurse, it 
can be very helpful because the patient feels that 
more than one person understands him. If this 
has been done properly something very important 
has happened. The patient has shared a very 
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important kind of emotion, a very special kind 
of experience, with at least one other person. 

And what is accomplished by this sharing of 
an important emotion with another person? The 
two people become tied together. In this case the 
patient becomes tied to the physician. The patient 
develops more confidence in his physician because 
of the sharing of an important experience, just 
as buddies at war formed life-long friendships 
not because they had pleasant experiences to- 
gether necessarily, though that, too, can be true, 
but because they had escaped death together and 
talked about it. Once this close relationship is 
‘formed, the patient trusts his physician. The 
patient then has a much greater internal ability to 
stand discouragement, the long period of inactivity 
in the sanatorium, and the isolation from home 
which will be necessary for him to get his best 
chance to get well. So a strong patient-doctor re- 
lationship is established which the patient remem- 
bers and benefits from. 

The social worker is another person who can 
contribute to this process of helping the patient 
sustain his internal stability until: he gets well. 
She can be very helpful if there are children to 
be provided for or matters of family finances to 
be attended to while the sick person is away. This 
kind of assistance should be managed in the same 
way as above described, not only with the patient 
but also with the involved members of the family. 
Persons involved in the emotional disturbance 
of a patient can be treated exactly as the patient, 
by not minimizing the true situation, by not giv- 
ing false reassurance, by not saying “buck up” 
or “be a brave person,” but by finding out what 
it all really means to them and by allowing their 
emotional reactions free expression. Then these 
people are ready to discuss what to do if any- 
thing can be done. What can be done after this 
emotional discharge has taken place? Much more 
than we usually give people credit for. 

The next phase in the course of the patient’s 
adjustment to treatment follows admission to a 
tuberculosis sanatorium. Several factors may in- 
fluence him to leave the hospital. With the proper 
understanding on the part of the medical team, 
he may remain in the hospital. Important to re- 
member about the hospital situation is the fact 
that the patient is isolated from all the people 
that he loves and from all his friends. On ac- 
count of this isolation—the fact that he is cut off 
from persons on whorr he has relied for affection, 
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understanding, friendship and so on— several 
things may happen. The patient may become ex- 
traordinary sensitive to anyone who shows 
special interest in him in the hospital. If the 
doctor takes interest in a patient cut off from 
any other affectional support, the doctor im- 
mediately becomes extremely important to the 
patient. The nurse, similarly, becomes very im- 
portant, the occupational therapist, the recreation- 
al worker, the librarian, any one of these can be- 
come equally important to the person whose affec- 
tional life has become practically nothing in the 
sanatorium while he had a normal social life and 
companionship outside. Thus a doctor who is 
very pleasant to the patient one day and pretty 
cold to him the next (because he himself has been 
up late the night before or is bothered about his 
own problems) has an overpowering effect on a 
patient who has become extraordinarily dependent 
upon that doctor’s attitudes. The same applies to 
other members of the medical team, from nurses 
to attendants. If they have problems in their own 
personal lives, which they bring to their work, so 
that their behavior towards these patients, to 
whom they mean so much, goes up and down in 
an unpredictable way, the patient’s emotional re- 
action also goes up and down in an unpredictable 
way, because he feels that he has been alternately 
indulged and deserted. Such unpredictable de- 
sertion may be the time when the pateint leaves 
the hospital. 

The hospital personnel is extraordinarily im- 
portant in sustaining the morale of the person 
isolated from friends. Often hospital personnel 
are completely unaware of this. They may not be 
doing a good professional job. They may not be 
especially interested in this patient. But, because 
he has nobody else, they are now the most import- 
ant figures in the patient’s world. What they do is 
of extreme importance, and they must learn to 
behave in a sustained friendly way toward such 
patients, as is necessary in a hospital situation. It 
doesn’t do for them to behave as Betty MacDon- 
ald described in her book, “The Plague and I,” 
to come in one day to find a patient disagreeable 
and say, “Well, if you don’t like it here, you can 
go home any time ; there are thousands who would 
be glad of the chance to have your bed.” That 
will solve nothing, the patient may very well go 
home, and some other patient will take that bed, 
and behave similarly. Nothing is gained by that. 

One thing that one can do in the hospital to 
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make the patient’s stay more productive for him 
is to realize that it is difficult for him to be 
separated from his usual personal supports. How 
does one learn of these difficulties? Beginning at 
the time of diagnosis, an attempt should be made 
to find out from the patient exactly how he feels 
about being away from his family for the first 
time—or for so long—from friends and from his 
work satisfactions. In other words, let the pa- 
tient express how he feels about his isolation. 
Then discuss with him the pros and cons of 
“should I go back or should I stay here?” Let 
him discuss this freely and he will be helped to 
come to the conclusion: “if I want to live, I’d 
better stay here under treatment.” But he may 
have to go through this entire process. 

Another major point of importance during the 
hospital stay has to do with the enforced inactivity 
of bed rest. Most of us have no idea how hard 
it is to reduce our activities to the level the doc- 
tors characterize as absolute bed rest. Most of 
us have no conception whatever of what bed rest 
involves. Doctors and nurses themselves are ex- 
traordinarily poor patients in this respect. This 
is well known in any hospital where doctors have 
been patients. 

What happens when a patient who is really able 
to be active is told to be completely inactive? He 
often becomes extremely restless and hyperki- 
netic. As they say in the army, he does “ten miles 
a day in his sack.” What does the doctor gain by 
this? Nothing. If you will measure such a pa- 
tient’s cardiac activity, respiratory activity, and 
other kinds of nervous system activity, you will 
find that he is probably no less active than if 
you permitted him certain standardized kinds of 
co-ordinated muscular activity which he could 
easily do. 

It is very common that when a patient's ac- 
tivity is reduced below a level he can stand easily, 
he becomes preoccupied with old thoughts, old 
fears, anxieties over things long past. He will re- 
call evil things that he did in the past which have 
never bothered him before. Such thoughts may 
be of events of five, ten, or fifteen years ago. 
Suddenly now they come to the surface and he is 
constantly obsessed by them. Such a patient often 
becomes extremely anxious about dying, fearing 
that his disease is about to kill him. He may have 
exaggerated fears in relation to the demonstrable 
stage of his tuberculosis. Such exaggerated fears 
may occur in any kind of disease, just by making 
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a man inactive. Inactive patients tend to become 
very hypochondriacal, noting every kind of sensa- 
tion in their bodies and wondering if these symp- 
toms indicate they are getting worse. They be- 
come increasingly skilled at observing their sen- 
sations, since by the doctor’s orders, they have 
nothing else to do. They ask for remedies for 
these various sensations to such an extent that the 
doctors characterize them as demanding, whining, 
complaining. All this talk with doctors and nurses 
about symptoms, real or imagined, contradicts the 
purpose of bed rest, and they are being just about 
as active, it seems to me, as though they were per- 
mitted some activity. The patient soon becomes 
prejudiced against the doctor because of his at- 
titude toward these reported symptoms. It is im- 
portant that the doctors recognize that while these 
symptoms are not bona-fide in the sense that they 
can be treated with medicine, they are significant. 
Because the doctor is in a position not to accede 
to the demands of the patient, the patient gets 
mad at the doctor. He talks against the doctor— 
to him or to other people about him. He usually 
talks a lot and in a loud voice and again he isn’t 
getting bed rest. 

In tuberculosis hospitals, when the routine 


x-ray period comes around, say every month, 
some of the patients who take inactivity hard, tend 
to have a fever the night before x-rays, “x-ray 


” 


fever.” Or, they may develop sudden chest pain. 
Their temperatures actually may rise a little. 
There is known to be increased instability of the 
temperature regulating mechanism when people 
are upset. 

Again, the attempts to maintain bed rest may 
be interfered with by bad news from home. A 
person who is doing as well as might be expected 
suddenly becomes hyperkinetic on receiving a 
letter about some family problem. 

The sex drive is also a problem for patients 
who are kept inactive. The majority of tubercu- 
losis patients, until recently, when the age range 
has been going up, have been in the younger age 
group. They have not worked out their sexual 
life in marriage. They are young and vigorous. 
They find themselves deprived of all muscular 
activity, social life, emotional life, and sexual 
life, and they tend to experience difficulties with 
sexual fantasy, masturbation and the like, again 
contradicting the purpose of bed rest. 

Thus, it seems to me, that the whole problem of 
bed rest needs more reasonable handling. One 
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can determine to what level a patient’s inactivity 
can be reduced. Surprising discoveries can be 
made by asking simple questions. There are pa- 
tients who will report that as far back as anybody 
has ever told them about, from the earliest days 
of childhood, they never sat still. You can’t ex- 
pect such a patient to lie down for a year and not 
move. There are patients who never had a nap 
at any age in their lives for more than a couple of 
minutes, and so on. It is, therefore, necessary to 
find out what the capacity for inactivity is for 
the individual patient. 

It might be more effective to permit certain 
kinds of muscular activity, such as sitting up in 
bed for meals, getting out of bed into a chair 
regularly three times a day, or bathroom privileges 
once or twice a day. The patient could thus be 
permitted to discharge a considerable amount of 
muscular energy, which discharge might enable 
him to be inactive for most of the day. Occupa- 
tional therapy in bed is also helpful. Combina- 
tions of such measures would actually achieve the 
kind of results doctors aim at, and believe they 
are getting, but which often are not,really being 
obtained. 

The patient needs special help and understand- 
ing when there is necessity for surgical treatment. 
He must be told that the relatively simple meas- 
ures which it had been hoped would help him are 
inadequate and that something more drastic must 
be done. Again the physicians behave somewhat 
as they usually do when they communicate the 
diagnosis. They tend to promise magical relief as 
a result of treatment such as thoracoplasty and 
collapse therapy. They tend to pay no attention 
to the patient’s concern about the results of some 
of these operations. They have no idea what the 
patient understands when they announce that he 
needs an operation. They don’t bother to find 
out what the term “a collapsed lung” means to a 
patient. Some patients apparently believe that the 
doctor will literally crush their lung, that they will 
lose one lung completely. 

In general, the surgeon should follow the same 
procedure previously outlined for the physician in 
communicating the diagnosis. When he announces 
the news, he should allow for a type of emotional 
blackout and allow time for the overt expression 
of whatever reaction is occurring. He can then 
discuss the possible alternatives to the operation. 
This is a type of psychological preparation for 
operation which every surgeon ought to know 
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how to do in three or four minutes. Because the 
patient knows the surgeon is going to have his 
life in his hands, he is in a strategic position to 
do this job well—a position far superior to that 
of the person whom the surgeon regards as better 
qualified, the psychiatrist. The psychiatrist does 
not have this strategic relationship with the pa- 
tient. The psychiatrist, atempting to do this job, 
after the person already has become very upset, 
needs as much as ten to twenty minutes more 
time if the interview is to be successful. Some- 
times he is never successful. The patient may 
leave the hospital through his fear of the opera- 
tion. : 

Now, when the time to discharge a patient 
comes, one of the problems to consider is that the 
patient may have adjusted too well to inactivity. 
He may have been impressed with the dangers of 
activity. He has become aware of the tiniest un- 
usual sensation, when he moves around in bed, 
and feels guilty because he is violating bed rest 
rules. So, when we say, bed rest is over, you 
can get up and move around, he may experience 
a return of these sensations, and is constantly 
fearful of a relapse. It is not uncommon, here 
and there, to meet patients who have been dis- 
charged from the sanatorium with arrested tuber- 


culosis and who, fifteen or twenty years later, are 
living as though they still had active tuberculosis. 
They are unable to make a move, without expe- 
riencing various disagreeable sensations, rapid 
heart, coughing, sweating and so on, which they 


mistakenly attribute to tuberculosis. These are 
properly to be attributed to poor physical condi- 
tion due to prolonged inactivity. Such people re- 
main invalids for the rest of their lives. We have 
conditioned them too well to inactivity. There is 
a special hazard at this time’ as they go from in- 
activity, which was necessary for their treatment, 
to resume normal life. When, under supervision, 
we increase their activity level up to the point 
where they can stand these unusual sensations 
without fear, people who have been invalids for 
some time can be rehabilitated. Physical therapists 
can do this alone if the patient understands his 
own reactions and wants to become stronger. 
There is the question of what the patient shall 
do when he leaves the hospital—he may have to 
look about for a different kind of occupation. It 
is necessary to understand how important this 
may be to a patient. One of the problems is how 
to prepare a person for an entirely different occu- 


680 


pation under physical limitations relatively new to 
him. Many of these patients need, in addition to 
help on becoming more active, special vocationai 
training, vocational hardening for their old occu- 
pations, or vocational retraining and hardening 
until they reach their maximum work capacity. 
Then they are better prepared to leave the hos- 
pital. There are some patients who will always 
do less than the work they could do, fearful that 
if they do too much they will become ill again. 
There are patients who will overdo at this stage, 
in an effort to prove to everybody that they are 
going to be successful at the new job and as a 
well person. There are patients who are so upset 
as they face the problems of active, normal life, 
that they experience many symptoms such as fa- 
tigue, slight temperature rise, and sweating. Of- 
ten it is obvious that these symptoms have noth- 
ing to do with tuberculosis. Sometimes it is not 
so obvious because the body has an extraordinary 
capacity to reactivate symptoms of a sickness un- 
der new stresses. So it is not always clear what 
these symptoms are and often such patients are 
suspected of actual relapse. 

Many of these people are actually afraid to re- 
turn to normal life after being in the hospital for 
a while. A University student realizes he is a year 
or two behind his previous classmates. It may 
be unpleasant to return. A man in business, real- 
izing he has lost a year or two, may fear that he 
may not be able to compete with others who had 
no such setback. This may cause enough emo- 
tional disturbance so that he doesn’t co-operate in 
the process of rehabilitation. Again, the patient’s 
difficulties should not be minimized. They can’t 
be just labeled ‘oh, that’s just in your head.” Al- 
though these reactions are psychological, they are 
none the less real and must be considered care- 
fully in the process of aiding the patient to be- 
come a well and healthy person again. Again, 
the method is the same: help the patient to ex- 
press his difficulty fully. Encourage him to re- 
veal exactly how he feels about it. Then, and 
not until then, you can discuss effectively how to 
face the real issues and help give him courage to 
go ahead. 

One vital point relating to discharge has to do 
with relapse after discharge. When a patient who 
has done pretty well under treatment returns to 
the sanatorium after discharge as a relapsed case, 
it is always worth while to find out what happened 
in his life during the interval between discharge 
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and relapse. There may have been some special 
difficulty when the person tried to work out his 
life outside the hospital. That difficulty may have 
been too great for him to master and he has re- 
sponded to that difficulty by a loss of appetite, 
insomnia, taking too much alcohol, staying away 
from home or quarrels with his family. Any one 
of a number of these things, when carried on, for 
a number of weeks or months may have the end 
result of depleting him physiologically and then 
the relapse may occur. So it is always well to in- 
vestigate how a person who has a relapse has 
lived following his discharge with arrested tuber- 
culosis. 

There is one more variation of this general 
problem of treating the sanatorium patient which 
involves special consideration. I refer to the per- 
son who has never thought he had tuberculosis, 
who may have no symptoms at all but a test shows 
something suspicious. The diagnosis is uncertain 
but points to a possible tuberculous infiltrate. 
How long should a doctor keep on having experts 
do various kinds of tests before he says forget 
about it, or sends the patient to the sanatorium? 
What happens to the patient without a definite 
diagnosis of tuberculosis who goes to a sanator- 
ium, stays there a year, and then is told he never 
had the disease? The impact of such news after 
undergoing treatment may be disastrous. 

The problems which I have mentioned, which 
seem so important for sustaining the co-operation 
of the tuberculous patient with his medical ad- 
visors, have aroused only the occasional interest of 
medical personnel. By and large, there has not 
been anything like the interest in this aspect of 
chronic disease, including tuberculosis, which the 
subject and the number of relapses warrant. 
When proper attention is given to the emotional 
problems of the chronically ill, astounding results 
are observed. We already know from a few expe- 
riences that when this sort of attention is given 
to the patient as a person, discharges against med- 
ical advice fall markedly below their previous rate. 
In some VA hospitals where for two years, they 
have tried to treat patients in this way by in- 
creasing their social work staff, a 20 or 25 per cent 
decrease was shown in the percentage of patients 
who walk out of the hospital without receiving 
maximum benefit. 

In a report to which I have previously referred 
—the November 5, 1948, U. S. Public Health 
Reports, Tuberculosis Control Issue No. 33, we 
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have all the data to support us if we attempt to 
carry out a program along these lines. 

How to carry out such a program in a sanator- 
ium is the next thing to discuss. First of all, there 
won’t be enough psychiatrists in our life time to 
do this job. They can’t be trained that fast. Many 
psychiatrists aren’t interested in work of this 
kind. But I am not certain that we need psychi- 
atrists for most of this job. Actually, many other 
personnel of the medical team have more influ- 
ential contact with the patient than have the doc- 
tors, so this is a problem for every member of the 
medical team responsible for the care of a person 
with chronic illness, such as tuberculosis. Every 
person on such a team, from the attendants at the 
hospital up, should understand some of these basic 
principles about how to help people who must face 
and are facing difficult situations. And if the 
team really does understand these problems of 
patients, and acts as a team, they can do much 
toward their solution. Perhaps the best use of a 
psychiatrist is as a member of this medical team 
and not in an individual relationship with the pa- 
tient—that is a real possibility. How could we 
better use the help of one individual with the kind 
of psychiatric skill which I have been describing 
than by having him impart some of his “know 
how” to those handling patients daily ? 

How can we get these skills more widely dis- 
tributed? Various methods have been discussed. 
One way which seems feasible—the VA way, is to 
put more social workers on the hospital staff. We 
can’t do that in every hospital; there just aren’t 
enough social workers. Another way which seems 
feasible would be to extend as far as possible the 
knowledge of the especially interested psychia- 
trists. They are the only ones the doctors would 
listen to, if they would listen to anybody. They 
won't listen to a social worker or let a social work- 
er run a medical staff conference in a tuberculosis 
sanatorium, but they might permit a psychiatrist 
to attend conferences as a consultant. 

If we could then have one competent psychia- 
trist in an area where this kind of program is 
desired, the best way to use whatever time he had 
available, I think, would be to have him come to 
regular conferences of the staff weekly. The 
doctors, social workers, occupational therapists, 
recreational workers and school rehabilitation and 
hospital counselors and attendants could then 
study a single patient in detail and much could 
be accomplished. The psychiatrist could rapidly 
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raise the level of understanding between staff and 
patient. The result might well be a change in the 
whole atmosphere of the hospital. We have seen 
this happen a number of times with student nurses. 
We have seen whole wards where there had been 
conflict between patients and nurses (especially 
when the nurses were beginners) become quite 
harmonious places, with patients attending to their 
proper routines and getting well. We have ‘seen 
the nurses much happier and understanding their 
patients much better. I am sure this could be 
done elsewhere just as well as in a general hos- 
pital. 

The VA recommendation as to how to solve this 
kind of problem, based on their experience, is 
very simple: a large increase in the number of 
social workers and psychiatrists for all hospitals. 
It is very easy to suggest this, but they can’t do 
it any more easily than we can. I think we will 
have to be more ingenious. We will have to find 
other ways of raising the general level of skills of 
the medical team in dealing with the patient. We 
may even learn to make more skillful use of group 
conferences of patients in various stages of the 
disease and hospitalization. 

Finally, I would like to say there is nothing 
that I have said that is limited to tuberculosis. 
Any chronic illness, even a personality illness like 
a psychoneurosis or a psychosis that goes on for 
years, improves if handled by exactly this same 
method—sustained co-operation with the person 
with whom one has a special kind of relationship 
based upon sharing important experiences and 
upon a belief in his competence. This seems to be 


the chief weapon. More understanding and prac- 
tice of this particular technique will solve many 
problems of the chronically ill. 


The use of this technique will be just as neces- 
sary even in the years to come when tuberculosis 
sanatoria may no longer be needed. Some of the 
experts in the field of tuberculosis believe that 
if streptomycin is reasonably successful as an anti- 
biotic in treating tuberculosis, improved antibiotics 
will be discovered and that within ten years or so 
it is not impossible that tuberculosis will be treated 
on an ambulant basis. The tubercle bacillus, how- 
ever, is so tough chemically that it is unlikely that 
treatment can be shortened, so again we will have 
the problem of long cooperation with our ambulant 
patients. This could be simpler than the hospital 
situation, of course, but again long co-operation— 
the ups and downs of treatment—the different 
kinds of treatment that may be necessary if the 
antibiotic alone doesn’t work. Again we have 
the fundamental importance of building up the 
kind of relationship between the patient and doc- 
tor which makes sustained co-operation of the 
patient easy and natural instead of handicappingly 
difficult. 


Summary 
For the chronically ill person to utilize the best 
knowledge and skill, he needs to be able to sus- 
tain co-operation with medical personnel, often 
under discouraging conditions. Principles found 
effective in psychotherapeutic medicine can be 
used to help him achieve this capacity for co-oper- 

ation to a satisfactory degree. 





TYPHOID FROM ABROAD 


During the first five months of 1950, only five cases 
of typhoid and paratyphoid fevers were reported to the 
Minnesota Department of Health. The same number of 
cases had been reported at the same time last year. 
However, the total number of cases in the state in 1949 
was twenty-one, with one death. Some of these cases 
were brought into Minnesota by visitors from foreign 
countries or by returning vacationers who had traveled 
abroad, says Dr. C. B. Nelson, director of the Division 
of Epidemiology, Minnesota Department of Health. In 
1948, we had twenty-eight cases of typhoid and para- 
typhoid fevers, with four deaths. This was a rather 
high percentage of deaths, which usually occur in about 
one out of ten cases. 


With the vacation season now in full swing, Dr. Nel- 
son advises inoculations for all persons going to areas 
where typhoid fever is prevalent or sanitation is poor. 
Several cases previously reported here have been brought 
in from Mexico and Central America. France has also 
been a source. A caravan of college students and faculty 
people from Saint Paul went on a tour of Mexico in the 
summer of 1947, and three of them later came down with 
typhoid fever. 

The health department also urges travelers going 
abroad to obtain vaccination against smallpox and im- 
munization against any other diseases they may encoun- 
ter for which preventive measures are available—Min- 
nesota Health, June, 1950. 
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HEMANGIOPERICYTOMA 
An Unusual Extrarectal Tumor 


HARRY E. BACON, M.D., F.A.C.S., LLOYD F. SHERMAN, M.D., and 
WILLIAM N. CAMPBELL, MD. 


Philadelphia, Pennsylvania 


E XTRARECTAL tumors occur relatively in- 
frequently. Yet, if one were to judge the 
incidence of these tumors by the number of cases 
reported and articles that are published in the lit- 
erature relative to thier occurrence, a false im- 
pression would surely be gained. Of 2,100 oper- 
ative procedures performed on the anus, rectum, 
and adjacent structure (excluding the colon prop- 
er), in the department of proctology at Temple 
University Hospital during the three-year period 
from January 1, 1947 to January 1, 1950, only 
three of these procedures were for the extirpa- 
tion of primary extrarectal neoplasms. 

Tumors which originate in or occur anterior to 
the sacrum constitute the most frequently reported 
extrarectal lesions. Here dermoids, teratomas, 
and chordomas lead other neoplastic lesions in in- 
cidence. The occurrence of ependymomas, neuro- 
fibromas, fibrosarcomas, giant cell tumors, and 
Ewings tumors have been reported.**** 

Neoplastic lesions may occur lateral to the 
rectum in the ischioanal fossae. These lesions are 
even more uncommon than those that occur in the 
retrorectal area. Chavelet? in 1908, was able to 
collect only eleven reports of neoplasms in this 
location. Sheddon® in 1934, reported three cases 
of sarcoma in the ischioanal region; however, 
from the descriptions given the specific types 
could not be ascertained. Jackman* in 1940, re- 
ported four neoplasms in this area from the Mayo 
Clinic files. They were a “lipomyxoma,” a lipoma, 
fibroma, and a dermoid cyst. 

Tumors may have their origins lateral to the 
rectum in the supralevator or pelvirectal spaces. 
However, this is probably the least common site 
of all extrarectal tumors. Fibromas, neurofibro- 
mas, neurilemomas, angiomas, and their malig- 
nant counterparts are the usual types of tumors 
found within this area. 

It is the purpose of this paper to report the 
occurrence of a tumor having the cytologic fea- 
tures of a “hemangiopericytoma” in the pelvi- 
rectal space. Until this time no other tumor of 


From the Department of Proctology and the Department of 
Pathology, Temple University Hospital Medical School,_ Phila- 
delphia, Pennsylvania. 


Jur ie 1950 


this histologic description has been reported to 
have occurred in this location. According to 
Stout,”**?° who, with Murray in 1942, first called 
attention to this lesion, approximately thirty-five 
“hemangiopericytomas” have been recorded to 
date in the literature. Tumors fitting the de- 
scription of “hemamgiepericytoma” may behave 
in either a benign or malignant fashion. Stout 
cited definite proof of malignancy with metastasis 
in six of the thirty-five lesions that he reviewed, 
while seven other tumors of the thirty-five showed 
aggressive growth without metastasis. Many of 
the other cases were followed inadequately af- 
ter operation. In most instances it was not pos- 
sible to distinguish between the benign and ma- 
lignant tumors histologically. 

It is only fair to state that much disagreement 
exists about the exact nature of these neoplasms. 
Whether they actually constitute a distinct entity 
remains to be ascertained. Diagnosis rests en- 
tirely on the histological finding of well formed 
capillaries surrounded by a varying number of 
ovoid or spindled tumor cells. Silver staining to 
accentuate the connective tissue sheaths of the 
capillaries is said to be of aid in diagnosis, but 
any highly vascular undifferentiated mesenchymal 
tumor might show similar feature. 


Case Report 


The patient (M.B.) is a white man, fifty-six years old, 
a barber by trade, who presented himself to his family 
physician in August 1949, because of a mild exacerba- 
tion of bronchial asthma. The patient requested a com- 
plete physical check up; so the family physician, being 
an astute practitioner, complied with the patient’s re- 
quest and incidentally discovered an extrarectal tumor 
mass. The patient was admitted to the proctologic 
service of Temple University Hospital on October 12, 
1949. 

Further questioning disclosed a history of normal 
bowel habits, with no history of bleeding or pain. He 
had had no previous rectal or extrarectal complaints, 
treatment, or surgical procedures. In fact there were 
no symptoms whatsoever referable to the tumor mass. 
His past history was not significant except for mild 
bronchial asthma for eleven years prior to this admis- 
sion. 

Physical examination revealed a well developed, mod- 
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Gross appearance of tumor. 


erately obese white male, 5 feet 4 inchs tall, weighing 
155 pounds. He was ambulatory and appeared to be 
in good health. The chest to ausculation. 
Physical examination otherwise presented essentially nor- 
mal findings, except for the rectum. Here, a digital 
examination revealed the presence of a firm, discrete, 
golfball sized mass lateral to the rectum in the left 
pelvirectal space. The lower margin of this mass was 
located eight centimeters from the anal verge. The 


was clear 


mass was not mobile, and pressure did not cause any 


unusual sensation of pain. The mucous membrane over 
the lesion was freely movable. Proctoscopic examina- 
tion revealed slight bulging of the rectal wall in the 
region of the palpated mass. No intrinsic pathology 
was noted in the rectum and sigmoid colon to 25 cen- 
timeters on sigmoidoscopic examination. 


Laboratory Findings :—Hemoglobin—15.3. gms; _ red 
blood count—5,300,000 cmm.; white blood count—8,500 
cmm.; differential—within normal limits; urinalysis— 
normal; blood urea nitrogen—11 mgm /100 ml; serum 
chlorides—343 mgm/100 ml; total serum protein—5.3 
gms/100 ml; prothrombin concentration—l00 per cent 
of normal. 


X-Ray Findings —Films of tiie lower abdomen and 
pelvis showed no abnormalities. Chest roentgenogram 
showed mild emphysema, but no other abnormality was 
noted. A barium 
evidence of any abnormality anywhere along the course 
of the colon. However, did not seem to 
usual capaciousness. The rectal ampulla 
did not appear as wide and as ballooned out as is nor- 
mally seen, but no discrete filling defects were observed. 


double contrast enema revealed no 
the rectum 


possess its 


Operative Procedure—A suspension of sulfathaladine 
was administered orally for seven days and a solution 
of streptomycin for 48 hours preoperatively. On October 
19, 1949, the left pelvirectal space was explored. Under 
spinal anesthetic of pontocaine (6 mgm.), dextrose (100 
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Fig. 2. Microscopic appearance of tumor X85 H. & E. stain. 


mgm.), and neosynephrine (2 mgm.), the patient was 
placed in jackknife position and the left ischiorectal 
fossa was entered via a 10 centimeter curvilinear inci- 
sion midway between the anal canal and the left ischial 
tuberosity. The levator ani muscle was spread by a 
long hemostat and retracted to expose the left pelvi- 
rectal space. Here a firm, yet somewhat cystic mass, 
approximately the size of a golfball, was palpated. 
This mass was situated midway between the rectum 
and the left sacroiliac joint. It was well encapsulated, 
but rather firmly fixed in place by fibrous and areolar 
tissue. The lesion was extirpated by combined sharp 
and blunt dissection. The wound was then packed lightly 
with iodoform gauze and left open. The postoperative 
course was uneventful and the wound was completely 
healed in two months. 


Pathologic findings. — 


Gross Description—The specimen is a fairly well en- 
capsulated tumor mass approximately 4 centimeters in 
diameter. It is moderately firm. Cut surfaces present 
occasional minute cystic areas, and a hemorrhagic ap- 
pearance. 

Microscopic Description—The tissue is extremely cel- 
lular and composed of numerous oval and spindled cells 
whose nuclei are relatively uniform in appearance. The 
cells have a paucity of pink staining cytoplasm. These 
tumor cells appear to surround numerous tiny capillary 
In some areas dilated vascular channels pre- 
dominate. Here and there are pigment-laden macro- 
phages. Silver stain reveals the tumor cells to be out- 
side of the sheaths of the capillaries. Trichrome stain- 
ing was not significant. 


channels. 


Comment 


The slides on our specimen were sent by our path- 
ologist (Dr. Peale) to Dr. A. Purdy Stout of Columbia 
University who is Professor of Pathology. In his let- 
ter of May 15 he states, “the silver impregnation slide 
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CLINICAL OBSERVATIONS OF EXPERIMENTS OF NATURE 


C. A. McKINLAY, M.D. 
Minneapolis, Minnesota 


HE practicing. physician, although denied the 

role of the scientist in following research, may, 
if sufficiently curious, participate vicariously in 
the experimental method. Every physician has 
the opportunity to observe those experiments of 
Nature that are set up by the influence of disease 
of one system or organ upon another. Sir Wil- 
liam Osler** once said “As clinical observers we 
study the experiments which Nature makes upon 
our fellow creatures.” 

The interpretation of the physiopathologic train 
of events set in motion by such experiments of 
Nature challenges the ingenuity of the clinical 
observer. Because many of these sequences can- 
not be duplicated in the animal laboratory, the 
physician should be alert to the unique opportunity 
for study of factors which may not only give re- 
lief to the patient but which may give leads to the 
investigator in the laboratory sciences who is 
studying the nature of disease and searching for 
etiologic and therapeutic agents. Witness the 
years of careful clinical study by Hensch’ of 
rheumatoid arthritis and his emphasis on its re- 
mission during jaundice and pregnancy. This em- 
phasis gave leads to Kendall,’® the biochemist, in 
producing cortisone and other compounds which 
have broadened our concepts of disease and its 
treatment even before the mechanism of action of 
such compounds upon the collagen and other 
diseases has been clarified. 

Furthermore, clinical analysis must precede the 
use of laboratory procedures if the laboratories 
are to be kept from creaking under their over- 
load. Any analysis of cases reported is made 
from clinical data personally observed, The cases 
reported concern chiefly certain diseases of the 
thyroid gland, the blood and kidneys as related to 
the circulation, also to pulmonary infiltrations re- 
lated to hypersensitivity. 

Of particular interest to the internist and sur- 
geon has been the relation of diseases of the thy- 
roid to disturbances of the circulation. It may be 
stated that the opportunities for early clinical ob- 
servation and treatment of thyrocardiac disease 
have tended to keep that disease a clinical rather 


President’s address read in part before the Minnesota Path- 
Ological Society, at its meeting of April 18, 1950. 
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than a pathological entity. The thyroid has lent 
itself to clinical study because of its accessibility 
to physical examination, to surgical extirpation 
and because apparently quantitative disturbances 
of its function produce not only well-defined clin- 
ical syndromes but also measurable metabolic 
variations. Parry,® in the first reported case of 
hyperthyroidism observed in 1786, some fifty 
years before.Graves and Basedow, drew attention 
to the relation between the thyroid and heart ; his 
patient had cardiac insufficiency and probably 
auricular fibrillation and angina pectoris. 

Griswald and Keating® in a recent study of 810 
cases of hyperthyroidism found that 12.5 per 
cent had thyrocardiac disease. Of those with 
thyrocardiac disease, 52 per cent had coexisting 
cardiovascular disease. Toxic nodular and hyper- 
plastic glands had about equal dispersion in the 
group of thyrocardiacs. Personal experience in- 
dicates that nodular goiter of very moderate 
toxicity is more likely to be overlooked and to 
become a provocation of thyrocardiac disease. 
No characteristic pathologic change in the myo- 
cardium may be said to occur. Clawson® found 
only eleven thyroid deaths, one with myxedema, 
in the 9,934 cardiac cases which comprised 19.9 
per cent of 50,730 autopsies from the Department 
of Pathology, University of Minnesota. Of in- 
terest is the finding of Dearing® and co-workers 
that extensive degenerative changes occurred in 
the myocardium of hyperthyroid animals which 
received toxic doses of digitalis. 

Ablation of the normal thyroid to alleviate 
coronary insufficiency was reported in 1933 by 
Blumgart* and co-workers and performed by sur- 
geons in this community. While having a rational 
physiologic basis of reducing cardiac work, the 
operation has fallen into desuetude to the best of 
the writer’s knowledge, probably because it ac- 
complished too little for too much surgery. 

The place of the thyroid in the internal milieu 
influencing all tissues of the body is especially 
important as its behavior is related to the circu- 
lation and the nervous system. From the physio- 
logic standpoint it is commonly believed that the 
extra burden due to acceleration of the circula- 
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tion of bloed and increased cardiac output for 
oxygen transport leads to cardiac insufficiency 
particularly in the presence of associated organic 
heart disease. A conflicting opinion has been 
expressed by Rasmussen’* who, on the basis of 
careful animal experimentation, believes that the 
chief deleterious effect of increased thyroid 
hormone is not the creation of cardiac overwork, 
but is the causation of a variation in cardiac 
rhythm, that is, a functional heart disease, the 
essential features of which are paroxysms of 
tachycardia and auricular fibrillation, which leads 
to failure. This observer believes that the power 
of evoking paroxysms of sinus tachycardia is a 
peculiar and charactéristic property of the thyroid 
hormone. Clinical experience also emphasizes 
the baneful influence of arrhythmia, particularly 
auricular fibrillation, upon the circulation. In 
cases of hyperthyroidism with decompensation, 
sustained auricular ubrillation was frequently 
present. The slow heart of an animal deficient in 
thyroid hormone or the rapid heart of the hyper- 
thyroid individual has also been said to be due to 
a series of metabolic events some of which may 
be under hypothalamic regulation. Extrasystolic 


arrhythmia has also been associated with the 


stimulation of the posterior hypothalamus. To 
digress, in hibernation, which simulates an exag- 
gerated state of myxedema, the marmot, studied 
by Benedict,? had a heart rate of 4 to 6 per 
minute ; respiration varied from 1 in five minutes 
to 1 per minute. Arrhythmia of the heart during 
hibernation was noted which disappeared when 
the minimal normal rate of about 80 beats per 
minute was restored out of hibernation. 

In cases of hyperthyroidism personally ob- 
served, particularly those in the fifth decade and 
beyond, auricular fibrillation or flutter has fre- 
quently supervened at some time, usually par- 
oxysmally and when of short duration tended to 
disappear after thyroidectomy. Below forty years 
of age, decompensation has been infrequent. It is 
suggested that degenerative diseases are factors 
which indeed often determine the effects of the 
circulatory overwork factor of hyperthyroidism 
and also the pathologic anatomy of the heart. The 
frequency with which cardiac compensation has 
been maintained for years after thyroidectomy in 
thyrocardiac disease is noteworthy and speaks for 
early functional disturbance rather than for my- 
ocardial damage at that stage. 
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For illustration, Mrs. C., aged eighty, was in 
cardiac decompensation of brief duration with 
auricular fibrillation associated with hypertensive 
cardiac disease. Twenty-four years previously at 
the age of fifty-six, cardiac decompensation had 
occurred in association with exophthalmic goiter. 
Following thyroidectomy and recession of the 
hypermetabolism, cardiac compensation was re- 
stored and maintained through the years until 
the present episode of failure following an upper 
respiratory infection. 


Following thyroidectomy in cases observed over 
a twenty-year period or longer, some of ‘the in- 
dividuals with the best health records have been 
those in whom the surgically induced hypometab- 
olism has required replacement therapy with thy- 
roid extract to maintain normal energy levels 
and basal metabolism. Miss I. M., aged sixty-one, 
observed for twenty-three years following thyroid- 
ectomy, has been well maintained on replacement 
therapy with grains ii to iii of thyroid extract 
daily and has had normal circulation. Incidental- 
ly, the removal of hyperfunctioning adenomatous 
goiter when an interloper in, or associated with, 
essential hypertension, has not materially influ- 
enced the course of the latter. Not referred to in 
this connection is the slight systolic hypertension 
and increased pulse pressure noted not infrequent- 
ly in hyperthyroidism. 

In contrast to the usual responsiveness to thy- 
roidectomy is the experience of the nineteen-year- 
old girl with recurrent hyperthyroidism and 
severe exophthalmos, whose three operative scars 
attest to the inadequacy of that procedure. Radio- 
active iodine, given under careful direction else- 
where, was likewise ineffective. Reports of suc- 
cessful therapy with radio-active iodine in a con- 
siderable number of cases of diffuse hyperthy- 
roidism suggest that such treatment may be the 
one of choice. The influence first of hyperthy- 
roidism before thyroidectomy and later of post- 
operative hypothyroidism in precipitating decom- 
pensation has been observed and reported.™* 

Acute renal insufficiency related to disease of 
other systems was strikingly illustrated in the 
prechemotherapeutic era by the case of L. W., 
a young woman, who, working on research with a 
virulent staphylococcus culture known to be a 
high producer of exotoxin, became accidentally 
infected following a skin scratch and had rapidly 
developing lymphangitis, accelerated shock re- 
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action, extreme hypotension, and anoxia. Oligu- 
ria, anuria, and death occurred within hours. 
The hypoxia on the basis of overwhelming toxe- 
mia and resultant acute renal failure appeared to 
be the mechanism of death. 

Mrs. J. N. appeared at the hospital with ure- 
mia and moderate azotemia and right pleural ef- 
fusion. The blood showed increased serum pro- 
teins, reversal of albumin-globulin ratio, high 
sedimentation rate and rouleaux formation. The 
findings suggested consideration of multiple mye- 
loma, This diagnosis was established by the find- 
ing of myeloma cells in the sternal biopsy mate- 
rial by the pathologist. Recovery ensued from 
the uremia and there was restoration of normal 
renal function although two years later death oc- 
curred with anemia and circulatory failure as 
prominent features. Uremia was the initial mani- 
festation of disease. Bell’ has stated in his text 
that renal insufficiency is frequently observed in 
advanced stages of multiple myeloma and that 
death may result from uremia. What factor was 
accountable for reversal of the uremia, which was 
the initial manifestation of the disease, remains 
unknown. 


The following sequence of disease occurred in 
the case of J. H., a male aged thirty-six, married, 
who first appeared with erythema nodosum which 
occurred ten days after an attack of acute ton- 
sillitis, and is deemed worthy of notation. About 
one year later diabetes mellitus developed and was 
recognized after a six weeks’ period of weight 
loss. Appropriate insulin therapy was given. 
Approximately one year later myxedema with 
expressionless facies and skin changes developed 
(BMR minus 22 per cent) and responded to 
thyroid replacement therapy within three months. 
During the period of myxedema, clinical evidence 
of diabetes disappeared except for transient gly- 
cosuria during an upper respiratory infection. 
Seven months later acute infectious hepatitis 
developed and subsided. Diabetes mellitus reap- 
peared, requiring 20 to 24 units of insulin daily 
for control. The trigger mechanism of acute 
pharyngitis appeared to precipitate erythema no- 
dosum. Whether that mechanism was ‘elated to 


later sequences of diseases is speculative. 
Apparently in this case imbalance between the 
activity of the pancreatic beta cells in the produc- 
tion of insulin on the one hand and of the anti- 
insulin or hyperglycemic factors of the thyroid, 
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pituitary, adrenals, liver and diet on the other, 
mediated in part through the parasympathetic and 
sympathetic systems respectively, accounted for 
the development and temporary recession of the 
diabetes mellitus on the one hand and of the 
development and subsidence of myxedema on the 
other. 

Physiologic adaptability of the body to anemia 
has presented a great variety of intersystem ef- 
fects dependent, to a great degree, upon the extent 
and rate of development. H. L., aged forty-three, 
a housewife, consulted a throat specialist because 
of difficulty in swallowing. Other complaints of 
headaches, paresthesias in the extremities, and 
weakness appeared to be of secondary importance 
although first noted years previously. The throat 
examination was negative and further investiga- 
tion was advised and revealed quite profound 
anemia (hemoglobin 6.3 grams, red cells 3,200,- 
000), primary hypochromic anemia (hematologic 
study by Dr. H. Downey). Due to the insidious 
development of the anemia, the gradual physiologic 
‘adaptations were adequate enough until the primi- 
tive act of swallowing was interfered with. Re- 
covery followed iron therapy. There was no 
spasm in the upper esophagus and the Plummer- 
Vinson syndrome was not suggested. 


C. S., a male, aged sixty, a cook, neglected the 
treatment of pernicious anemia for ten months, 
entered the hospital complaining of cough, pain in 
the chest and-weakness. The typical pallor had 
its counterpart in a hemoglobin of. 4.5 grams, with 
1,050,000 red cells per c.mm. When the anoxia 
conditioned by the low hemoglobin was success- 
fully combated by the parenteral use of liver ex- 
tract, the angina and cardiac decompensation tend- 
ed to disappear while under hospitalization as the 
hemoglobin reached 11.2 grams. Electrocardio- 
graphic change supported the diagnosis of coro- 
nary insufficiency which became clinically manifest 
due to high grade anemia and anoxia of the myo- 
cardium, 

Hypersensitivity of tissues has no more strik- 
ing manifestation than that caused when the lung 
acts as a shock organ with huge infiltrations, pre- 
sumably eosinophilic, with blood eosinophilia due 
to one of numerous chemical, infectious and/or 
foreign protein antigenic agents, the syndrome 
first described by Loeffler..? In a case reported by 
Dr. Ellis and myself" in 1941, the exciting agent 
was prontosil. In a second case, M. B., a farm 
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housewife, aged thirty-six, similar infiltrations 
persisted for three years with blood and sputum 
eosinophilia. No provocative agent was found. 
A third case, recently under observation, is being 
reported elsewhere. 

In the discussion of a group of cases in which 
multiple etiological factors may have elicited the 
same change, reference is made to the general 
adaptation syndrome emphasized by Selye,’” with 
the stages of alarm reaction, the stage of resistance 
and the stage of exhaustion. If, as he states, 
conditions such as nephritis, rheumatic fever and 
acute peptic ulcer in some instance, occurred as the 
result of acute infection and in others could be 
traced to exposure to intense cold, an intoxication, 
or an emotional stimulus, the difficulty of inter- 
preting the comparatively uniform response to 
diverse agents is no longer insuperable if it is 
assumed that certain lesions are produced by the 
response of the body to damage as such, rather 
than to one specific pathogenic agent. Hume™ 
recently has presented evidence that the anterior 
hypothalamus constitutes an important link in the 
reaction of the body to stress. Included in the 
findings was the preparation of an effective ex- 
tract of the hypothalamus which suggests a hor- 
monal mechanism which, when activated in stress, 
is capable of causing increased secretion of 
ACTH. 

Correlating the work of Cannon* on homeosta- 
sis, and the work of Selye’” on the general resist- 
ance syndrome, Williams’* suggests a phylogenetic 
concept which appears to make sense and which 
presents allergy not as an unprecedented kind of 
injurious mechanism which the animal organism 
has developed and preserved but rather as a 
gradual growth from the unicellular to the multi- 
cellular stage. Following the lead of Cannon* 
and as stated by Petersen’® and Milliken,’® the au- 
tonomic system, viewed as consisting of the semi- 
permeable membranes of the individual cells, the 
hormonal system and the autonomic nervous sys- 
tem, is considered to be the physiologic mecha- 
nism by which the organism adjusts itself to all 
changes in its external and internal environment. 

The case reports cited are an incomplete glimpse 
of the parade of the intersystem relationships 
which present themselves to the practicing physi- 
cian. On the one hand, the clinician may be struck 
with the constancy, for instance, of the funda- 
mental nature of the inflammatory reaction, 
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whether called forth by viral or bacterial agents 
as in chickenpox and as in typhoid fever, respec- 
tively. On the other hand, host variation to this or 
that disease will always present multiple combina- 
tions of possibilities, conditioned by factors, be- 
ginning with heredity, that influence physiopatho- 
logic response. 


With the thought that each case represents in 
some way a new experience and with the hope that 
as we continue to study medicine throughout our 
lives we may be more and more able to distinguish 
the significant from the unimportant, I wish to 
put in the mouth of the clinician, the words of 
Ulysses by Alfred Lord Tennyson, 


“T am a part of all that I have met; 

Yet all experience is an arch wherethro’ 

gleams that untravell’d world, whose 
margin fades 

For ever and for ever when I move.” 
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TUBERCULOSIS IN a _ FOR THE ARMY 
1942-1945 


The Record in Minnesota 


WALTER J. MARCLEY, M.D. 
Minneapolis, Minnesota 


HE Selective Training and Service Act, which 

established the Selective Service System 
throughout the country, was passed by Congress 
in September, 1940. On October 16 the first 
draftees in Minnesota were registered and were 
subject to examination by the physicians of the 
docal boards. 

Previous to January 1, 1942, the local board 
examiner gave the registrant a complete physical 
examination (a roentgenogram of the chest was 
not made), and upon the findings of the examiner 
the board was authorized to disqualify the regis- 
trant for military service, or if he was considered 
by the examiner to be qualified for service, he was 
sent to the Induction Station for induction. At 
the Induction Station he was given another phys- 
ical examination by the Army, including a 4x 10 
inch stereoscopic photofluorographic roentgeno- 
gram of the chest and a 14x 17 inch roentgeno- 
gram as indicated. 

General J. E. Nelson, former state director, 
Minnesota Selective Service System, refers to this 
procedure in a personal communication as follows: 
“This double examination created many problems, 
due to the fact that registrants, having been ex- 
amined by their local board examiners and found 
qualified, expected to be accepted by the Army, 
and many of them, upon examination at the In- 
duction Station, were found not physically quali- 
fied and were, therefore, returned to their homes 
as rejected.” 

seginning January 1, 1942, the examination of 
the local board examiner was limited to an in- 
spection of the registrant, and upon the finding 
of any obvious physical defect, the board was au- 
thorized to disqualify him. If the registrant ap- 
peared to be without physical defect, he was sent 
to the Induction Station where he was given a 
complete examination. 

However, the Federal Act authorized the local 
board to defer from service at’ any time certain 
registrants, as expressed in the Act, “whose em- 
ployment in industry, agriculture, or other occu- 
pation or employment, or whose activity in other 
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endeavors is found to be necessary to the main- 
tenance of the national health, safety or interest.” 

Early in 1942 arrangements were completed for 
the reporting by the Army Induction Station ‘of 
all Minnesota men examined and disqualified be- 
cause of tuberculosis. The reports and also the 
chest roentgenograms made in the examinations 
were sent to the Division of Preventable Diseases, 
Minnesota Department of Health. These reports 
were received promptly day by day following the 
examinations. Among the first reports received 
were those of fourteen men examined in 1940 
and 1941. 

Dr. Leo G. Rigler, professor and chief of the 
Department of Radiology, University of Minne- 
sota, was very much interested in the follow-up 
problem and volnteered to interpret the roentgen- 
ograms. The first reports were received March 
8, 1942. From that day, and continuing through 
1945, Dr. Rigler gave, without compensation, this 
most valuable professional service. 

With the passage of the Selective Training 
and Service Act, the standards of physical exam- 
ination as given in the War Department’s Mobili- 
zation Regulations became effective. 

The following specifications are taken from 
the Army Standards of Physical Examination 
dated August 31, 1940: 


“The chest examination will include the usual method 
of physical diagnosis supplemented when indicated by 
radiographic and laboratory studies.” 

Listed as “non-acceptable” 

Lupus vulgaris. 

Tuberculosis either active or healed of any portion of 
the vertebral column, of cervical glands, of ribs or other 
parts of the chest wall, of a bone or joint. 

Fibrinous or serofibrinous tuberculous pleurisy and 
pleurisy with effusion of unknown origin. 

Tuberculosis of the lungs or tracheobronchial lymph 
nodes except as defined as follows: 

Arrested pulmonary tuberculosis consisting of lesions 
appearing in x-ray examination as small apical scars, 
small calcified nodules or localized fibrous strands, in no 
case exceeding minimal extent as defined in the classifi- 
cation of the National Tuberculosis Association, and 
when, in addition, in the opinion of the examining physi- 
cian, this lesion is not likely to be reactivated under con- 
ditions of military service. 
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In later issues of the Army Standards of Physi- 
cal Examination, reference is made only to tuber- 
culosis of the lungs or tracheobronchial lymph 
nodes. In the issue of October 15, 1942, there 
are specified arbitrary limits in the size and num- 
ber of calcified lesions that would be acceptable; 
and in the issue of April, 1944, there appears this 
general statement descriptive of an acceptable con- 
dition: “Calcified residuals of primary tubercu- 
losis in the pulmonary parenchyma or hilum lymph 
nodes, provided the size, number and character of 
such lesions are not such as to suggest the pos- 
sibility of reactivation.” 

The age limits aceeptable for the armed serv- 
ices were changed from time to time, but the 
lower limit (twenty-one years in the original Act) 
remained constant until November 16, 1942, when 
it became eighteen years, and this continued 
through 1945. The upper age limit varied between 
twenty-five and thirty-seven years except that 
forty-five was the limit during nine months of 
1942, and forty-four was the limit for almost one 
month of the same year. 

In March, 1943, the Governor of Minnesota 
appointed the following named physicians as mem- 
bers of a “Tuberculosis Review Committee, Min- 
nesota Selective Service System”: 

J. Richards Aurelius, radiologist, Saint Paul, 
clinical assistant professor of radiology ; Malcolm 
B. Hanson, radiologist, Minneapolis, clinical as- 
sistant professor of radiology; Everett K. Geer, 
Saint Paul, clinical assistant professor of medi- 
cine; Thomas Lowry, Minneapolis, clinical asso- 
ciate professor of medicine; Leo G. Rigler, pro- 
fessor and head of the Department of Radiology 
—all of the University of Minnesota—and the 
writer, who is greatly indebted to the other mem- 
bers for their helpful suggestions in our follow- 
up activities and in the preparation of this report. 

From March 8, 1942, to December 31, 1945, 
the Army Induction Station reported 1,758 reg- 
istrants examined for the Armed Services and dis- 
qualified temporarily or permanently because of 
tuberculosis (including ten “suspected tubercu- 
losis”). This number is made up of the follow- 
ing groups: 520 previously reported to the Min- 
nesota Department of Health as cases of tubercu- 
losis, 983 “new cases” permanently disqualified 
(sixty-three were non-residents), and 255 disqual- 
ified temporarily (deferred) and to be re-exam- 
ined in six months. 
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Of the deferred group, seventy-five were laier 
re-examined and accepted for service and fiity 
were re-examined and permanently disqualified. 
The remaining 130 (over 80 per cent were ex- 
amined in 1944 and 1945) were not re-examined 
because of age or occupation. 


The number permanently disqualified—520 
known cases, 983 “new cases,” and fifty perma- 
nently disqualified by re-examination, total 1,553 
—was 0.52 per cent of the total number of reg- 


istrants examined during this period, estimated as 
300,000. . 


Purvine and Erickson® reported in February, 
1946, that of 117,598 men examined for service in 
Oregon, 0.8 per cent were disqualified as “possible 
pulmonary cases.” Plunkett® has reported that of 
the men examined from November 25, 1940, to 
March 14, 1941, in Albany, Syracuse and Buffalo, 
New York, 0.9 per cent were disqualified because 
of “roentgen evidence of tuberculosis.” Verstand- 
ing’ has reported the findings in 100,000 photo- 
roentgenograms in Connecticut as reinfection or 
primary tuberculosis in 0.67 per cent. Hyde and 
Sacks? have stated “of selectees examined at Bos- 
ton Armed Forces Induction Station from Decem- 
ber, 1940, to early in 1943, 0.9 per cent were found 
by x-ray examination to have pulmonary tuber- 
culosis.” Wile® reports that in 1941, of the men 
examined in the United States, 0.57 per cent were 
rejected because of tuberculosis; and Karpenos® 
has given the rejection rate for the entire country 
for 1945 as 0.71 per cent. Adamson? in 1945 
wrote, “One and one-half million prospective 
members of the forces have been x-rayed and 
examined for tuberculosis in Canada,” and that 
1 per cent were found to have pulmonary tuber- 
culosis. 


Long‘ reviews in full the experience with refer- 
ence to tuberculosis in World War II, and, in dis- 
cussing the problems met by the examiners at the 
Army Induction Stations, he concludes: “But it 
is a fair estimate that 90 per cent of the signifi- 
cant lesions that should have been seen were dis- 
covered.” Further on he states: “The cases of 
tuberculosis that escaped detection at Induction 
Stations were found in high proportion within a 
relatively short time by the medical personnel of 
army posts.” 


This study is concerned only with the “new 
cases,” 920 Minnesota residents disqualified by the 
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TABLE I. COMPARISON OF DIAGNOSIS AT INDUCTION STATION, INTERPRETATION OF ROENTGENOGRAM, 
AND THE SUBSEQUENT DIAGNOSIS BY PRIVATE PHYSICIANS OR PUBLIC HEALTH OR SANATORIUM 
CLINICS 
Diagnosis at Induction Station—Pulmonary Tuberculosis, Reinfection Phase 864. 








Section I Section II 





Interpretation of 
Roentgenograms received 


Subsequent Diagnosis by Physicians* 
No record of 





Reinfection 


Primary 


Other lung 
phase 


subsequent 
pathology 


Negative Diagnosis 





phase 
Reinfection phase (631) 492 
Primary phase (54) 5 
Other lang pathology (98) 33 
Negative (14) 1 


14 9 27 89 
24 1 7 17 
5 19 20 21 
1 7 5 





Total (797) 531 
Roentgenograms not received (67) 58 


43 30 61 132 
2 1 2 4 





Grand Total (864) 589 








45 31 63 136 

















*Private physicians or Public Health or Sanatorium Clinics. 


TABLE II. COMPARISON OF DIAGNOSIS AT INDUCTION STATION, INTERPRETATION OF ROENTGENOGRAM, 
AND THE SUBSEQUENT DIAGNOSIS BY PRIVATE PHYSICIANS OR PUBLIC HEALTH OR SANATORIUM 
CLINICS 
Diagnosis at Induction Station—Pulmonary Tuberculosis, Primary Phase 91 








Section I Section II 





Interpretation of 
Roentgenograms received 


Subsequent Diagnosis by Physicians* 





Reinfection 
phase 


No record of 
subsequent 
diagnosis 


Primary 


Other lung 
phase 


pathology Negative 





Reinfection phase (8) 2 
Primary phase (69) 1 
Other lung pathoivgy (7) 
Negative (3) 


34 1 30 
1 1 4 
1 





Total (87) 
Roentgenograms not received (4) 


35 38 
3 1 





Grand Total (91) 








38 39 

















*Private physicians or Public Health or Sanatorium Clinics. 


first examination and fifty by re-examination— 


total 970. 


The diagnosis at the Induction Station was: 
Pulmonary tuberculosis, reinfection phase... .864 
Pulmonary tuberculosis, primary phase 
Extrapulmonary tuberculosis... 
Suspected tuberculosis 


The age groups were as follows: 
18-19 years 
20-24 years 
Ty MIN og acd a cate pa cece ae ate 212 
30-34 years 
35-39 4 
40-44 
45- 


In Tables I and II, the diagnosis at the Induc- 
tion Station, made after physical as well as x-ray 
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examination, is compared with the diagnosis based 
on the interpretation of the roentgenograms of 
the chest only, and with the subsequent diagnosis. 

As shown in Table I, of the 864 cases of the 
reinfection phase reported by the Induction Sta- 
tion, there are no records of subsequent examina- 
tions of 136; and of the remaining number (728), 
roentgenograms of sixty-three were not received 
for interpretation. It is of interest to note to 
what extent the diagnosis made by interpreta- 
tion of roentgenograms only, and by subsequent 
examinations are in agreement with the diagnosis 
made at the Induction Station. This comparison 
can be made in only 665 of the reinfection cases 
as follows: 


Interpretation of Roentgenograms 


Reinfection phase in 81% 
Primary phase in 6% | 99% 
Other lung pathology in 12% | 


1% 


Negative in 
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Subsequent Diagnosis 
Reinfection phase in 80% 


Primary phase in 6% $ N% 


Other lung pathology in 5% | 
t 


Negative in 9% 


Of the primary cases (ninety-one) reported by 
the Induction Station, as may be seen in Table I] 
there are no records of subsequent examinations 
in thirty-nine; and of the remaining number 
(fifty-two), roentgenograms of three were not 
received for interpretation. Comparison of diag- 
nosis can be made in only forty-nine cases as fol- 
lows : 

Interpretation of Roentgenograms 
Reinfection phase in 10% ) 
Primary phase in 80% | 9% 
Other lung pathology in 6% | 


Negative in 4% 


Subsequent Diagnosis 
Reinfection phase in 6% 
Primary phase in 72% 
Other lung pathology in 4% 


Negative in 18% 


Our follow-up activities have been carried on 
by correspondence, or other means of communi- 
cation with physicians; school, city, and county 
public health nurses; sanatorium or public health 
clinics ; and with many of the 970 Minnesota res- 
idents who were disqualified for military service. 

Many have been checked up in the mass x-ray 
surveys which are being conducted throughout the 
state. Many have been interviewed by an epi- 
demiologist of the Minnesota Department of 
Health. Of those who have left the state and 
whose new addresses have been known, reciprocal 
notifications have been sent to the Health Depart- 
ments of the other states. 


Follow-up Record to June 30, 1949 


Subsequent Diagnosis.—Reinfection phase: 592 (589 
in Table I and 3 in Table II). 


276 admitted to sanatoria. Stage of disease on admis- 
sion: minimal 61, moderately advanced 131, far advanced 
77, pleurisy with effusion 3, admitted for observation 4. 

30 died in sanatoria. 

33 are in sanatoria June 30, 1949. 

213 discharged, average period of treatment 13 months. 

Status on discharge: 35 arrested, 60 apparently arrest- 
ed, 48 quiescent, 37 improved, 24 unimproved, 2 others (1 
admitted minimal discharged not tuberculosis, Loeffler’s 
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syndrome; 1 admitted far advanced discharged not tuber- 
culosis, probably sarcoidosis); 3 tuberculous pleurisy 
with effusion (2 discharged apparently arrested and | 
improved) ; 4 admitted for observation (final diagnosis 
reinfection phase stable 2, diagnosis not established 2). 
122 are stable and working, 13 stable and working in 
1947 or 1948, 5 stable not working, 8 continue treatment 
at home, 2 have been accepted by the Army, 11 have 
died (6 of tuberculosis), 30 have left the state (16 report 
well and working), of 22 we have no record since dis- 
charge from sanatoria. 

316 of the 592 reinfection cases were apparently not 
thought to be in need of sanatorium treatment. 194 
are well and working, 45 well and working in 1947 or 
1948, 1 has been accepted by the Army, 9 have died 
(4 of tuberculosis), 44 have left the state (16 report 
well and working), of 23 we have no further record. 


Subsequent Diagnosis.—Primary phase: 83 (45 in 
Table I and 38 in Table II). 


66 are stable and working, 1 has died of coronary 
occlusion, 3 have left the state (1 is in a sanatorium), 
of 13 we have no further record. 


Subsequent Diagnosis.—Other lung pathology: 23 
(31 in Table I and 2 in Table II). 


12 definite diagnosis made: 2 atypical pneumonia, 1 
bronchiectasis, 3 bronchitis, 1 cystic disease, 2 histo- 
plasmosis, 1 Loeffler’s syndrome, 2 silicosis. 1 left the 
state, died, and cause of death unknown. 


20 diagnosis not established, no further record. 


Subsequent Diagnosis.—Negative: 72 (63 in Table I 
and 9 in Table IT). 


Only 9 were negative by interpretation of roentgeno- 
grams and of 2 others roentgenograms were not received 
for interpretation. 

51 are well and working, 7 well and working in 1947 
or 1948, 1 has died (nephritis), 3 have left the state (1 
reports well and working), of 10 we have no further 
record. 


No Record of Subsequent Diagnosis: 175 (136 in 
Table I and 39 in Table IT). 


Of this number (175), roentgenograms were not re- 
ceived for interpretation in 5 cases. 


Interpretation of Roentgenograms Only.—170. 

Reinfection phase: 92 (89 in Table I and 3 in Table 
II). 37 stable and working, 15 stable and working in 
1947 or 1948, 4 have died (not of tuberculosis), 1 has 
been accepted by the Army, 19 have left the state (2 
have died of tuberculosis and 4 report well and work- 
ing), of 16 we have no further record. 

Primary phase: 47 (17,in Table I and 30 in Table 
II). 27 stable and working, 1 has died (not tubercu- 
losis), 1 has been accepted for the Army, 6 have left 
the state (1 reports well and working), of 12 we have 
no further record. 


Other lung pathology: 25 (21 in Table I and 4 in 
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Table Il). 14 well and working, 5 have left the state, 
of 6 we have no further record. 

Negative: 6 (5 in Table I and 1 in Table II). All 
are well and working. 

Roentgenograms not received for interpretation: 5 
(4 in Table I and 1 in Table II). 4 well and working, 
of 1 we have no further record. 


Extrapulmonary Tuberculosis: 5. 

Of the 5 cases, 3 were of the spine, 1 of the leg and 
1 of the ankle. We have no record of subsequent diag- 
nosis. The disease in all of them is apparently stable. 
Three report well and working. 


Suspected Tuberculosis.—10. 

3 admitted to sanatoria for observation: 2 diagnosis 
reinfection phase far advanced (1 died at the sanatorium, 
1 in the sanatorium 1 year left the state following dis- 
charge, no further record); 1 diagnosis moderately ad- 
vanced, in sanatorium 14 months now well and working. 

3 subsequent diagnosis: 1 cystic disease, 1 bronchiec- 
tasis, 1 healed tuberculous pleurisy. All well and work- 
ing. 

1 subsequent diagnosis negative, no further record. 

3 diagnosis not established, no further record. 


Summary, June 30, 1949 


In 659 the disease is stable or apparently stable. 

528 stable and working. 

80 stable and working in 1947 or 1948, no re- 
cent record (many of these two groups 
have continued in their former occupa- 
tions). 

8 stable, not working. 

5 have been accepted by the Army. 

38 have left the state and report well and 
working. 

70 have left the state, no record regarding work. 

43 have died of tuberculosis (31 in sanatoria). 

18 have died of other causes. 

34 are in sanatoria. 

8 continue treatment at home. 

22 no record since discharge from sanatoria. 

81 have had follow-up examinations, no further 
record. 

35 have not had follow-up examinations, no fur- 
ther record. 

Total 970 selectees disqualified for the Army because of 

tuberculosis or suspected 1942- 
1945. 


tuberculosis, 
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HEMANGIOPERICYTOMA 
(Continued from Page 684) 


shows nicely the reticulum sheaths of the many blood 
vessels so that I feel satisfied that the pattern is correct 
for a hemangiopericytoma. Of the two Laidlaw impreg- 
nations and the one Masson trichrome stain, it will be 
noted that the last shows the absence of .myofibrils in 
the tumor cells, thus excluding the possibility that the 
tumor cells are ordinary smooth muscle cells. The stain 
is ‘adequate for smooth muscle by observing the red- 
dened myofibrils in the walls of the few veins present 
in the tumor.” 

Comment.—The tumor has the appearance of a highly 
vascular, mesenchymal neoplasm. The problem presented 
is whether the vessels are an integral part of the tumor, 
or whether they represent merely the blood supply of the 
neoplasm. Because of the cytologic appearance of the 
tumor, and its striking vascularity, it would seem that 
the neoplasm most probably is of an angiomatoid nature. 
As such it may belong in the group of so-called “heman- 
giopericytomas.” The course may be benign since the 
tumor appears to have been completely removed, both 
grossly and histopathologically. 

Diagnosis— Vascular 
“hemangiopericytoma.” 

Summary.—An unusual extrarectal tumor is reported. 


mesenchymal tumor, probably 
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AN UNUSUAL TYPE OF PULMONARY DISEASE INVOLVING SIX MEMBERS 
OF A FAMILY 


L. H. RUTLEDGE, M.D., F.A.C.S. 
Detroit Lakes, Minnesota 


HIS UNUSUAL pulmonary disease in- 

volved an entire family of six people of Scan- 
dinavian ancestry. The father, J. P. L., aged 
seventy-six, was a rather debilitated old man; 
Mrs. J. P. L., aged sixty-seven, the mother, was 
a healthy, well-nourished, well-preserved wom- 
an; T. L., the older daughter, aged forty-one, 
was a well-nourished, middle-aged spinster ; R. L. 
aged thirty-one, the older son, was a husky, well- 
built, physically rugged specimen; D. L., aged 
twenty-four, the younger son, was only slightly 
less robust than his older brother; and lastly 
M. L., aged twenty-seven, the younger daugh- 
ter, was a fine specimen of young womanhood. 
All lived in a good, clean, roomy farm home in 
rural Becker County, near Detroit Lakes, Min- 
nesota. 

The father, J. P. L., was critically ill for a 
long period of time. R. L., the older son, was 
acutely ill for nearly two months, made a good 
recovery, but still showed residual of the disease 
in the radiograph of his lungs twenty-five months 
after its inception. T. L., the older daughter, 
had a prolonged illness requiring nearly complete 
bed rest for over a year and developed some 
very unpleasant nervous symptoms during con- 
valescence. Mrs. J. P. L. was not very ill and 
made a good recovery in a shorter length of 
time. D. L., the younger son, was ill a short 
time, was not hospitalized, and would not have 


been seen had he not come in over a year later 


with a cold. M. L., the younger daughter, was 
not examined until March, 1950. Cases are of- 
fered here in the order that they were seen. 


Case Histories 


Case 1—R. L., male, aged thirty-one, became sud- 
denly and acutely ill at noon, January 26, 1948, with 
severe chills, a sharp rise of temperature and a dry, 
unproductive cough. He had general malaise but no 
acute or. localizing pain. The family reported a tem- 
perature of over 103° F. the night before admission, 
anél the patient himself stated that he had a “bad case 
of flu.’ There was no nausea, vomiting or other gas- 
trointestinal symptoms. There were no upper respira- 
tory symptoms and no associated urinary complaints. 

His past history was noncontributory and he had 
enjoyed very good health until the day before his 
admission, having never been hospitalized until Jan- 
uary 27, 1948. 
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Physical examination showed a young, white man, 
well nourished, well developed, height 5 feet 10 inches, 
weight 180 pounds, lying quietly in bed perspiring 
profusely but in no immediate distress. He was alert 
and there was no delirium. The temperature was 
103.6° F., pulse 84, respirations 20, blood pressure was 
125 systolic and 65 diastolic. There was no acute 
tonsillar infection and there was no exudate in the 
throat or nasopharynx. The breath sounds were a 
little more distant at the base of the right lung. There 
were no rales; fremitus and percussion were normal. 
The heart showed no evidence of disease. 


Course:—The patient ran an irregular temperature 
for eight days, varying from 100° to 104° F., then 
the fever gradually subsided, reaching normal on the 
thirteenth hospital day. He went home, against advice, 
on the fifteenth hospital day because he felt so well. 
He was home five days, and on the twentieth day of his 
illness he was readmitted to the hospital with a tem- 
perature of 101° F., and pain in the right lower chest, 
aggravated by deep breathing or coughing, Physical 
findings were much the same as on the former admis- 
sion except that respirations were grunting, painful 
and shallow; the rate was 32 as compared with 20 
per minute on previous admission. The percussion 
note over the right lower chest was less resonant, and 
tactile and vocal fremitus were decreased over the same 
area. The acute symptoms subsided in five days and a 
small amount of fluid was obtained at this time by 
thoracentesis. The fluid was serosanguinous and no 
bacteria were found by direct smear. From this point 
on, he ran a favorable course with a low grade tem- 
perature up to 100° F. until the thirty-fifth day of 
his illness and after that his temperature never rose 
above 99° F. On the twenty-eighth day of illness he 
developed a thrombophlebitis of the left femoral vein. 
Recovery from this was good and did not affect his 
hospital stay. He was discharged from the hospital on 
the fifty-fourth day after the initial onset and, except 
for a dry cough and being a little weak, was asympto- 
matic. The dry cough is still present in the morning 
after twenty-five months. 

The routine laboratory tests were followed closely 
during the first two months with the hope of finding 
some trend or clue that would throw light on the actual 
diagnosis or yield something that was characteristic in 
this series of cases. The urine examinations were the 
same as would be found in any febrile, respiratory in- 
fection. Routine blood examinations with differential 
counts showed normal hemoglobin and red count find- 
ings in all cases, the white blood count was normal 
or slightly elevated and the differential was variable with 
no definite pattern. Repeated agglutination tests failed 
to show evidence of typhoid, paratyphoid, brucellosis 
and tularemia. Complement fixation tests were nega- 
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Fig. 1. (Upper left) Case 1. 
second day of illness. 
Shadows about hili. 


Radiograph of lungs taken on 
There is some infiltration of both lungs. 


Fig. 3. 
(March 31, 
lungs. 


(Lower Ieft) Case 1. At the end of two months 
1948) radiograph shows definite clearing of both 
Pleurisy at right base evident. 


tive for “Q” fever and ornithosis. The Kline exclu- 
sion test for syphilis was negative. Sputum was not 
obtained until the twenty-third day of illness when ‘it 
showed many red blood cells, leucocytes and Gram- 
positive cocci occurring in pairs and chains. No acid- 
fast bacilli and fungi were found. Special cultures 
Showed yeast-like organisms which were morphologic- 
ally and culturally identical to Candida (monilia) abli- 
cans. Guinea pig inoculations from the sputum were 
negative for acid-fast bacilli. 

The radiographs (Figs. 1 to 4) taken of this patient’s 
lungs at the onset and followed for twenty-five months, 
as in Case 4, tell an interesting story of minimal pul- 

onary infiltration initially, gradual development, pleu- 
isy, massive involvement of both lungs with gradual 

aring and partial resolution. The first film of the 
ings on admission, the second day of the disease, 
showed an increase in the bronchovascular markings 


Jury, 1950 





Fig. 2. (Upper right) Case 1. Radiograph taken on thirteenth 
day of illness. There is extensive involvement of all lobes in 
both lungs, definite nodular infiltration with coalescence of nodules, 
much like Case 2 and more rapid than Case 4. 


Fig. 4. (Lower right) Case 1. Radiograph taken March 13, 
1950, or twenty-five and a half months after inception of disease. 
There is almost complete recovery but a few nodular areas are 
visible with fibrosis, particularly at right base. 


throughout both lungs with a few tiny nodules on the 


right side and a few on the left side in the middle 
portion. A week later there were numerous nodular 
densities extending from the apex to the base. on both 
sides. Later, at the second admission, there was marked 
coalescence of the process with fluid in the right pleural 
cavity and diffuse nodular and infiltrative processes in 
both lungs from apex to base. Two months after on- 
set, on March 31, 1948, radiographs showed the first 
clearing of the pulmonary condition. From then on, 
improvement was gradual but steady, and after twenty- 
five months the last radiographs of the lungs showed 
practically complete resolution of the old inflammatory 
process in the lung fields. Fibrosis was present in the 
right lower lung field, but nodularity had cleared. 


Case 2--Mr. J. P. L., aged seventy-six, was admit- 
ted to the hospital January 30, 1948. He'was taken 
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ill one day earlier, just three days after the onset of 
R. L.’s illness (older son). He had a rise of tempera- 
ture, a dry cough, was weak and confused. His past 
five was of no consequence, except that he had had 
‘pneumonia following influenza in 1918; otherwise, he 
has always been well. 

Examination showed his temperature to be 103.6° 
F., pulse rate 100, respiratory rate 40. The respira- 
tions. were shallow with rales at the end of inspira- 
tion heard at the posterior bases of both lungs with 
more involvement on the right side. Vocal fremitus 
was decreased at the right base. His blood pressure 
was 150 systolic and 90 diastolic with marked arryth- 
mia; peripheral sclerosis was considerable. The urine 
was involuntary with a residual urine of 30 cc. The 
skin showed a red, indurated area on the bridge of 
the nose which spread out on the cheeks in a circle 2 
inches in diameter and gave the impression of being 
erysipelas and not connected with the respiratory condi- 
tion. He had a marked hypertrophic arthritis with gen- 
eral distribution. He was conscious most of the time 
but acutely ill with the outcome in doubt for several 
weeks. He was in no pain but presented the appear- 
ance of an exhausted, worn out, old man. 

The course of disease was prolonged. This was par- 
tially due to heart disease, advanced arteriosclerosis and 
poor general condition. The first two days in the hospi- 
tal, his temperature was 103.6° F., all readings being 
rectal in this case. From then on the readings were 
101° to 102° F. with one chill. The temperature re- 
ceded on the twenty-first day and reached normal on the 
twenty-seventh hospital day. At this period he did very 
well for ten days, but on the thirty-seventh day of 
hospitalization, he had a chill, with a sharp rise of 
temperature to 103° F. The elevation of temperature 
persisted with a daily low of 100° F. and daily high 
of 102° F. On his fiftieth hospital day it began to 
recede slowly and on the seventieth hospital day he 
became afebrile. His improvement was slow but con- 
stant and he went home on the ninety-eighth day of ill- 
ness in fair condition. His general health is now good 
at the end of twenty-five months. 

The laboratory findings in this case were noncontribu- 
tory to the diagnosis. Urine examinations were well 
within normal limits. The blood examinations showed 
a negative Kline exclusion test. Red blood count was 
4,600,000; hemoglobin, 144 gm.; white blood count, 
clear; polymorphonuclear, 65; lymphocytes, 32; mono- 
nuclear 3. Serum protein, 6.4 gm.; albumen, 2.4 gm.; 
globulin, 4.0 gm. Serological tests were negative for 
“Q” fever and ornithosis. Agglutination tests were neg- 
ative for typhoid, paratyphoid, brucellosis, and tularemia. 
The sputum yielded nothing significant on direct smears 
or guinea pig inoculation. 


The radiographs (Figs. 5 and 6), taken at frequent 
intervals, showed a well developed, diffuse infiltrative 
process with definite nodules as seen in Case 1 (Figs. 1 


to 4) and Case 4 (Figs. 7, 8 and 9). This involved 
all lobes of both lungs, reaching a peak at about the 
end of six weeks, and began clearing slightly at the be- 
ginning of the ninth week, with marked clearing at 
the end of three months. 
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Case 3——Mrs. J. P. L., aged sixty-seven, became ili 
January 29, and was admitted to the hospital on Feb- 
ruary 10, 1948. The onset of her illness was gradual 
with a nonproductive cough, chills and rise of tempera- 
ture. The chills were not severe and usually occurred 
in the afternoon on succeeding days. She was gradually 
weakened by the disease and was hospitalized on the 
thirteenth day of her illness. Physical examination 
showed a white female, well developed, well nourished 
with no evidence of being severely ill or prematurely 
old. The temperature at admission was 98.6° F., heart 
rate 80, respiratory rate 20 with good mobility of the 
lungs and diaphragm. There was a moderate nonpro- 
ductive cough with rales heard at the left posterior 
base during the entire inspiratory phase. There were 
scattered rales at the right base. The blood pressure 
was 140 systolic and 80 diastolic. The heart findings 
were normal. There was a moderate degree of hyper- 
trophic arthritis. 

She remained in the hospital sixteen days and did 
very well, running a much milder course than Cases 1 
and 2. Her improvement continued at home and when 
last seen, in December, 1949, felt quite well and general 
physical examination was normal. 

The same laboratory procedure was followed as in 
previous cases with essentially the same results. In 
this patient no sputum could be obtained. 

Radiographs were obtained on admission, at the end 
of the first month’s illness, near the end of the first year, 
and a last film on March 4, 1949. The findings were 
similar to cases previously recorded, but less extensive 
although all lobes of both lungs were involved. The 
last film taken March, 1949, showed considerable clear- 
ing as compared to films taken in 1948. The shadows 
at the lung roots were less dense. 


Case 4—T. L., aged forty-one, an unmarried, older 
daughter, was taken ill the last week of January, 1948, 
three days after R. L. (Case 1). The onset was not 
so acute as his. She went to bed with chills, fever, 
night sweats, malaise and general weakness. She im- 
proved after two weeks and was doing well until the 
first of March, 1948, when she reported to the office 
with a severe dry, nonproductive cough and pain in the 
right side of the chest. Radiographs of the lungs 
(Figs. 7, 8 and 9) at that time indicated findings simi- 
lar to her brother, R. L., with nodular infiltration into 
both lungs. This, however, was not extensive at this 
first examination. Her temperature was 98.2° F. in 
the afternoon and the pulmonary findings were well 
within normal limits. During the following month 
(April, 1948) the cough grew worse, developed into 
severe paroxysms but was nonproductive and all at- 
tempts to collect sputum failed. The treatment was rest 
in bed at home until May 13, when she entered the hos- 
pital as she was having slight rises of temperature up 
to 100°F. with chills and night sweats. 

Physical examination at admission showed tempera- 
ture 100° F., pulse 90, respirations 22, blood pressure 
112 systolic and 70 diastolic. She was well developed 
and well nourished, coughing and apprehensive but in 
no great distress. No rales were heard. All other phys- 
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Fig. 5. (Upper left) Case 2. Radiograph taken four and a 
half weeks atter manifestation of symptoms shows extens.ve 
nodular infiltration in all lobes of both lungs. 


Fig. 7. (Lower left) Case 4. Radiograph taken March 31, 
1948, a little over two months after onset of symptoms shows 
lesions similar to Cases 1 and 2 but not extensive. The two 
later cases showed resolutions at a similar period in the dis- 
ease. 


ical findings of the respiratory system were well within 
normal limits. The laboratory and x-ray findings are 
summarized below. 

She remained in the hospital thirty-two days and was 
sent home on bed rest except for bathroom privileges. 
Through June and July (1948) she showed slight im- 
provement but still had night sweats and an afternoon 
temperature of 99.6° F. There was little change in 
August and September, and the last week of the latter 
month she was sent to the University Hospital for 
further consultation and study to see if the cause of 
this unusual condition could be found. 
Dr. Wesley Spink reported the following: Urine nor- 
mal; blood: Hemoglobin, 13.7 gm.; white blood. count, 
6.700 ; polymorphonuclear, 63; lymphocytes, 29; mononu- 
clear, 7; eosinophil, 1. Sedimentation rate was nor- 
mal. The tuberculin skin test was negative; a skin test 
carried out with triple antigens of histoplasmin, blas- 
tomycin, and coccidioidin gave a one plus reaction. The 
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From there 


Fig. 6. (Upper right) Case 2. Radiograph taken April 30, 
1948, shows good resolution after three months. Patient left hos- 
pital a week later. 


Fig. 8. (Lower right) Case 4. Radiograph taken June 30, 
1948, near the height of disease, and five months after symp- 
toms began. 


vital capacity was 3200 c.c. Electrocardiogram showed 
a tendency towards right axis deviation; otherwise it 
was normal. X-ray showed a definite subsiding of the 
nodular lesion as compared to previous films. Dr. Spink 
gave the following impressions: “I reviewed the x-rays 
of the whole family with Dr. Leo Rigler and he is of 
the opinion that this family had a pulmonary fungus 
infection, probably aspergillosis. He felt the nodular 
type of lesion was in favor of a fungus infection rather 
than a complication of a virus pneumonia. I feel abso- 
lutely certain this patient will recover from her illness 
with little or no residual.” 

Following the consultation with Dr. Spink and Dr. 
Rigler (September, 1948) the sweats and cough con- 
tinued to improve but she became extremely nervous, 
apprehensive and developed a severe insomnia which 
seemed to be related to her thoughts regarding sex nd 
suppression of the sex impulse. She frequently ex- 
pressed a fear of insanity and was greatly depressed 
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(Upper left) Case 4. Last radiograph taken on 
March 13, 1950, twenty-five and a half months after patient 
became ill. Fibrosis and nodules remain. The hilar shadows 
are prominent. 


Fig. 9. 


Fig. 11. 
1949, as patient improved. 
improved. 


(Lower left) Case 5. Radiograph taken June 25, 
This shows the hilar shadows are 


during the winter of 1948-1949. She had a daily rise 
of temperature to about 99.5° F. until June, 1949. After 
that she became less nervous, gained a little weight (the 
loss had not been great) and the rises of temperature 
were less frequent. By the last of August, 1949, she ad- 
mitted she was definitely improved and radiographs of 
the lungs confirmed this. By the last of November, 
twenty-two months after her illness began, she still had 
an occasional rise of temperature in the afternoon, as 
99.7° F., had a slight pain in her 


high as aching 


chest and abdomen, a dry cough in the morning, but 
was able to be up most of the day and to do light 


She weighed 142 pounds 
which was about five pounds more than she weighed 
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housework in the farm home. 


Fig. 10. (Upper right) Case 5. Radiograph taken April 13, 
1949, about fifteen months after beginning of family epidemic. 
There are nodules as in other cases, and considerable hilar 
shadows. 


Fig. 12. (Lower right) Case 6. Radiograph taken March 
1950. The patient was asymptomatic but showed fibrosis and 
nodules seen in other cases in family. This corresponds to 
findings in radiographs of Cases 1 and 4 taken at the same time. 


when she first came to the hospital. The 
symptoms were much improved. The lungs were normal 
to physical examination and there were no sweats dur- 
ing the day or night. By March, 1950, she felt she was 
entirely recovered except that she admitted a mild dry 
cough on arising in the morning. 


nervous 


All laboratory tests used in Case 1 were tried and 
were devoid of positive results. The sputum could 
not be obtained. 

Radiographs of the lungs showed the same nodular 
densities as in the other five cases and perhaps were 
more like Case 1 than any other member of the family. 
However, there was a difference in the progress of the 
pulmonary shadows. In Cases 1 and 2, a peak of the 
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disease seemed to be reached in about six to eight weeks, 
and at the end of the two months resolution began. In 
this case, the maximum findings in radiographs of the 
lungs occurred in June and July, 1948, about five or 
six months after the inception of the disease and there 
was no resolution noted until the last of August, 1948 
(seven monhs). The last radiograph taken was in March, 
1950, and showed nodular infiltration in the Jung fields 
had almost cleared, some fibrosis and nodularity re- 
maining but resolving. The hilar shadows were still 
prominent. 


Case 5—D. L., younger brother, aged twenty-four, 
was first seen in April, 1949, about fifteen months after 
Case 1. He complained of a racking nonproductive 
cough, had slight rises of temperature, felt weak and 
tired. His past history was significant. He was taken 
ill in January, 1948, three days after his brother R. L. 
(Case 1). At that time, he was in bed at home for one 
week, was convalescent at home for a week and had 
been well until the present complaint. A Mantoux 
skin test gave a positive reaction and radiographs of 
the lungs taken April 14, 1949, were strongly suggestive 
of the same nodular infiltration shown in Cases 1 to 4 
The findings in Case 5 were much less extensive. He 
ran a temperature of 99.5° F. for six weeks but by 
the first of July, 1949, was afebrile and asymptomatic. 
The laboratory findings failed to throw any light on the 
family epidemic. His sputum was negative for acid- 
fast bacteria, and the study for the various fungus in- 
fections revealed nothing. This may well have been a 
new respiratory infection superimposed on the old one 
that had occurred simultaneously with the other five 
cases in January, 1948, and the new infection provoked a 
slight flare of the previous symptoms as the radiographs 
(Figs. 10 and 11) indicated the old process was there and 
had been for a considerable length of time. He still 
had a mild, dry cough in March, 1950. 


Case 6—M. L., the younger daughter, aged twenty-six, 
was not seen until March, 1950, over twenty-five months 
after the family epidemic occurred. She gave the history 
that she had been taken ill three days after her brother 
(Case 1) and was ill with something resembling the 
“flu” for over a week. She was in bed at home the 
greater part of ten days. She was married four months 
later and now has a baby ten months old, that is well 
so far as the mother and her family physician know. 

A radiograph (Fig. 12) of the lungs on March, 1950, 
showed some fibrosis and nodularity of the lung fields, 
particularly on the right. These lesions are similar to 
the disease shown in radiographs taken of the other pa- 
tients at this same time. 


Treatment 


Aside from the routine nursing care and symp- 


tomatic treatment accorded these patients, they 


were given first sulfadiazene or sulfamerazine in 
one gram doses every four hours. Later potas- 
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sium iodine in saturation doses was given alone 
and with the sulfa drugs. Then penicillin and 
streptomycin were tried in the usual doses. The 
iodine was given on the ground that Monilia 
were present in the sputum. R. L. (Case 1) felt 
that he was benefited by the sulfadiazene potas- 
sium iodine combination, but my personal obser- 
vations lead me to believe that all the treatment as 
given above was ineffective, except the bed rest 
and general nursing care. 


Comment 


All six members of the same family who con- 
stituted the entire household living on this farm 
had the same epidemic, pulmonary disease. It 
should be remembered that the family lived in a 
clean, well-kept farm home. R. L. (Case 1), aged 
thirty-one, became ill first and on the third and 
fourth day following, the other five patients were 
stricken. The symptoms were similar to influenza, 
consisting of a temperature rise of varying degree, 
a rasping nonproductive cough, chills and general 
malaise. The symptoms may be severe and acute 
as in Cases 1 and 2, or rather slow with an insid- 
ious onset as in Cases 3 and 4. Case 4 reached a 
peak five months after inception. Recovery from 
symptoms was slow in three of these patients, 
Cases 1, 2 and 4. A dry morning cough has per- 
sisted in three patients, Cases 1, 4, and 5, for over 
two years. Radiographs of the lungs show that 
resolution was slow in all patients followed during 
the twenty-five months of observation. The nod- 
ular infiltration was gradually replaced by linear 
fibrosis, noted in Cases 1 and 4. R. L. (Case 1), 
showed yeast-like organisms which were morpho- 
logically and culturally identical to Candida (mo- 
nilia) albicans. In reviewing radiographs of the 
family, Dr. Leo Rigler decided that they had a 
pulmonary fungus infection, probably aspergil- 
losis. He felt that this diagnosis was preferable 
to monilia or virus pneumonia. These cases may 
well have been aspergillosis with monilia present. 
Monilia albicans is the only fungus thought path- 
ogenic to man (Smith of Duke) and is frequently 
an incidental finding in the sputum without caus- 
ing any apparent disease. 
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ACUTE INVERSION OF THE UTERUS 
Report .of Case 


HARRY SHRAGG, M.D. 
Elmore. Minnesot 





MARCUS KEIL, M.D. and JOHN MIKKELSON, M.D. 
Mankato, Minnesota 


* on of the difficulties encountered in country 

practice is. treatment of serious obstetrical 
complications. Inversion of the uterus, though 
rare, may prove most difficult to handle, especially 
outside a hospital. 

This condition probably occurs more often 
than is readily apparent from the figures usually 
quoted. Figures vary from Findley’s estimates® 
ranging from an incidence of one in 400,000 to 
one in 23,000 labors, and McCullogh’s’® of one 
in 30,000 down to the statistics at New York 
Lying-In-Hospital,*°. where inversion of the 
uterus occurred once in 3,992 deliveries. 

There are various degrees of inversion, des- 
ignated respectively as incomplete, complete, and 
prolapse of the inverted organ through the in- 
troitus. It may also be classified as acute, sub- 
acute, and chronic inversion.°® 

There is a diversity of opinion as to the etiology 
of uterine inversion, but there are several factors 
involved, such as marked relaxation or thinness 
of the uterine walls, excessive pressure on the 
fundus, and traction on the umbilical cord. How- 
ever, these factors do not explain the occurrence 
of inversion in those cases where the placenta 
is delivered with no assistance.* Its occurrence is 
also favored by fundal insertion of the placenta, 
and it may perhaps occur spontaneously as the 
result of intraabdominal pressure, or from mere 
weight of the intestines.1’?* McKeown and 
Rankin" reported two cases where inversion oc- 
curred, in one case on the fifth postpartum day 
following prolonged efforts to empty a distended 
bladder, and in the other case on the thirteenth 
postpartum day while attempting to expel a dif- 
ficult stool. Usually, however, inversion occurs 
immediately after delivery. 

Complete inversion is usually simple to diag- 
nose, but incomplete inversion may remain un- 
recognized, unless careful abdominal palpation 
reveals the absence of the fundus, or shows a 
crater-like depression above or behind the sym- 
physis. Unexplained shock following delivery 
should suggest this possibility, and make im- 
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perative immediate vaginal examination by which 
means the diagnosis is readily established. 

Mortality rates have been excessively high. 
If the condition is recognized and the uterus 
replaced immediately, the prognosis is good.° 
However, if strangulation or gangrene occur, the 
outlook is very grave, with the cause of death 
usually due to shock with or without hemorrhage. 

Immediate vaginal reposition of the inverted 
uterus may be accomplished relatively easily at 
first, if the patient is not in shock ;* however, if 
several hours have elapsed, it may be very dif- 
ficult. If reposition is not possible, immediate 
treatment of shock is essential. 

Barrett’ and Henderson and Alles’ in their 
articles state that shock with its attending mor- 
bidity and mortality can be avoided in the ma- 
jority of cases. Barrett emphasizes and _ re- 
emphasizes the point that there is usually a period 
immediately after the inversion when immediate 
manual reposition can be performed before severe 
shock and hemorrhage have taken place, but if one 
does not take advantage of this very short period 
of time, unfavorable circumstances develop ex- 
tremely rapidly and dramatically with a very poor 
prognosis. An excellent prognosis follows im- 
mediate reposition of the uterus. 

Clahr and Wurzbach’ reported a case of their 
own and of only one other previously reported 
case where, coincidentally, the uterus was reduced 
following intravaginal packing for control of the 
bleeding. It was suggested that where vaginal 
packing was indicated, a large amount of packing 
be employed. 

O’Sullivan“ reported his experience in two 
cases, where the uterus was replaced by hydraulic 
pressure, when attempts at simple replacement 
failed, by distending the vagina to capacity by 
means of a dettol-and-proflavine douche, retained 
by blocking the vaginal outlet with his forearm 
aided by his assistant’s hands. 

Several operative procedures for acute and 
chronic inversion have been devised for vaginal 
and abdominal reposition of the uterus.*’®’* 
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Recently, however, more conservative manage- 
ment has been advocated, when immediate reposi- 
tion was not possible, consisting of treatment of 
shock, control of bleeding and infection, and 
postponement of surgical correction of the ab- 
normal uterus for some weeks.?:?%1-16 


The following is the report of a recently treated 
case, which we present as an addition of one more 
case of this very uncommon obstetrical complica- 
tion : 


Mrs. O. H., aged thirty-five, para 2, was seen on 
August 16, 1948, and complained of vaginal itching, in- 
termittent spotting, and “morning sickness” of three 
to four weeks’ duration. Because of this intermittent 
spotting, she did not remember the exact date of her 
last menstrual period. Her periods previously were reg- 
ular but always very scanty and of only two to three 
days’ duration. Examination revealed the uterus to be 
enlarged in size consistent with a two months’ pregnancy. 

The patient’s past history is as follows: On August 
9, 1943, she was delivered of her first child, a full- 
term infant, followed by a normal convalescence. . She 
began bleeding profusely after getting up on the ninth 
postpartum day, and was soon transferred to a larger 
hospital, exhibiting marked pallor, weakness, cold ex- 
tremities, weak pulse, and a blood pressure of 78/?. 
The patient was given 500 c.c. of whole blood followed 


by 1,000 c.c. of 5 per cent glucose during the dilatation - 


and currettage, which yielded a piece of placental tis- 
sue 3x4x5 cm., reported by the pathologist to be 
degenerative decidual and placental tissue. Postopera- 
tively, her temperature ranged from 102 to 105 degrees, 
for which she received sulfadiazine until it fell gradual- 
ly to normal on September 1. Following transfusion, 
because of a persistent anemia, she was discharged on 
September 7. 


On November 2, 1945, she was delivered of an infant 
weighing 4 pounds 9 ounces after seven and a half 
months’ gestation. Very little bleeding followed, but 
the physician who attended her previously, packed her 
uterus and transferred the patient to the same hospital, 
with the statement that “only half of the placenta was 
expressed following a normal delivery.” With a sus- 
picion of a retained placenta, a dilatation and currettage 
was performed, and the surgeon stated, “Many small 
fragments of placental tissue were removed, but no 
large pieces of tissue were found.” The pathologist 
reported the tissue from the uterus to be blood clots, 
so we are left with the possibility either that the entire 
placenta was delivered initially, or that any remaining 
fragments were removed on the pack. Postoperatively, 
her temperature rose to 104° which quickly subsided 
with the administration of penicillin, and the patient 
was dismissed from the hospital on November 11. 

At the time of her last pregnancy the patient intended 
to be delivered at the hospital and by the group to 
which she was referred before. As a result, she was 
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followed prenatally by them as well as by myself. Her 
prenatal course was normal. On March 16, 1949, a 
flat plate of the abdomen revealed a breech presentation 
with the placenta on the posterior wall of the upper 
uterine segment. Attempted external version by them 
that day was unsuccessful. 

At 2:15 a.m., on March 21, 1949, the patient’s mem- 
branes ruptured following one pain, and almost im- 
mediately, pains of moderate intensity continued to 
recur every four minutes. Not having time enough to 
go to the hospital of her choice, she entered the local 
community hospital. Examination was negative except 
for the breech presentation. Using drop ether anes- 
thesia and 1 per cent novocaine infiltration at the site 
of the left mediolateral episiotomy, a complete breech, 
S.L.A., was delivered without too much difficulty, at 
3:45 a.m. The baby, a normal male infant, breathed 
spontaneously; bleeding was average. 

A few minutes later, while I was attending the baby, 
the patient complained of more severe “labor-like” pains. 
The placenta was presenting at the introitus and was 
delivered easily with minimal gentle massage of the 
uterus, but it was followed by the completely inverted 
uterus, through the vagina, The placenta was separated 
a little and the uterus bled moderately. After giving 
the patient 1 c.c. of ergonovine intravenously, the pla- 
centa was removed without any apparent increase in 
bleeding. However, in about one minute, the patient 
began complaining of severe abdominal and back pain, 
at which time she turned pale, became pulseless, her 
blood pressure was unobtainable, and she became very 
dyspneic, fighting for air. There being only the nurse 
and myself present, the nurse administered oxygen while 
I replaced the uterus, still inverted, into the vagina, and 
concentrated my attention solely on treating the shock. 
I started plasma intravenously, since there was no blood 
immediately available, and hastily and temporarily re- 
paired the episiotomy. The slight manipulation of the 
uterus aggravated the shock. The patient was also given 
morphine sulfate gr. % and atropine sulfate gr. 1/150 
intramuscularly, another cubic centimeter of ergonovine 
intravenously, and 1 c.c. of pitocin intramuscularly. 

After about an hour and a half, during which time 
the patient received 1,250 c.c. of plasma intravenously, 
the blood pressure finally began to rise to 70-80 systolic, 
pulse became perceptible but thready at 120 per minute, 
and she was breathing easier, She was then transferred, 
by ambulance, to a larger hospital 45 miles away, where 
we arrived about 6:15 a.m., her pulse and blood pressure 
remaining the same during the trip. 

When we arrived at the hospital, the patient’s blood 
pressure was 94/50, pulse was 120 and thready, hemo- 
globin was 44 per cent (17 gms. 100 per cent), and 
she was breathing fairly easily. The foot of the bed 
was elevated and her blood pressure rose to 110. While 
waiting for cross matching, the patient suddenly became 
dyspneic again, passed more blood vaginally, her blood 
pressure began to fall, and the pulse became weaker, 
so plasma was started. During the transfusion, she 
continued to do poorly and continued to bleed. It was 
then decided that the patient needed surgery, even 
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though she was in shock, and she was taken to the 
operating room at 9:15 a.m. 

A low midline incision was made and the inverted 
uterus converted to a normal position by grasping the 
uterus with a ring forceps, beginning at the edge of the 
crater until the apex was reached, and applying both 
traction from above and pressure from below. The 
ovaries and tubes had not been drawn into the crater, 
but there was marked hemorrhage into the left broad 
ligament with some difficulty in establishing landmarks. 
A subtotal hysterectomy was accomplished. Anesthetic 
used was ether by drop method as well as by machine. 
During the operation, the patient received 3,000 cc. of 
citrated whole blood, 250 c.c. of plasma, and 500 c.c. of 
10 per cent glucose in normal saline. Time for nar- 
cosis was two hours and thirteen minutes, and time for 
the operation was one hour and twenty-four minutes. 
No stimulants were given, 

Her blood pressure which was, unobtainable during 
the entire procedure, suddenly rose to 110/60 during 
the last fifteen minutes of the procedure, and her pulse 
suddenly slowed down to 80 to 92 per minute, but be- 
came intermittent and remained weak. When the pa- 
tient was returned to her room, her hemoglobin was 
66 per cent and respirations were 18 to 24 per minute. 
An additional 2,000 c.c. of normal saline was given in- 
travenously, and within one-half to one hour, the pa- 
tient passed about 1,000 c.c. of clear urine. 

She was given penicillin and streptomycin and re- 
mained afebrile except for the day following the op- 
eration, when her temperature rose to 99.6°. The pa- 
tient made an uneventful recovery, and was discharged 
on March 30, 1949, the ninth postoperative day. 

Pathological examination of the uterus revealed no 
malignancy, but there was some intergrowth of the 
placental and muscle fibers consistent with retained 
placenta. 


Summary 

Acute inversion of the uterus is a rare obstet- 
rical complication representing a very acute 
emergency. Its etiology and treatment are still 
controversial subjects. If immediately recognized, 
it can usually be manually reposed to its normal 
position relatively easily with an excellent prog- 
nosis; but if delayed for only a short time, the 


prognosis becomes very poor, with the necessity of 
shock being treated immediately, thereby delaying 
surgical reposition of the uterus for from several 
days to several weeks. 

This is the case of a woman, with a history of 
having had a retained placenta with her first preg- 
nancy and a clinical suspicion of a retained pla- 
centa with her second one, who had a breech de- 
livery followed by an acute and complete spon- 
taneous inversion of the uterus. Plasma and oxy- 
gen were the only things available for treatment 
of shock until the patient was transferred to a 
larger hospital, where she remained in shock for 
more than five hours, when operation as a despera- 
tion measure was attempted, and a subtotal hys- 
terectomy successfully accomplished. The patient 
received about 3,000 c.c. of type A and type O 
blood without the slightest suggestion of renal 
impairment, and made a very rapid, successful, 
and uneventful recovery. 
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CHRONIC ILLS STUDIED 


Chronic illness was designated “the nation’s number 
one health problem” by a group of experts meeting in 
Chicago in May to discuss the prevention and treatment 
of such ailments as heart diseases, cancer, tuberculosis, 
hardening of the arteries, apoplexy, diabetes, arthritis, 
rheumatism, paralysis, and long-term disabilities re- 
sulting from disease or accident. Community-wide plan- 
ning and action were recommended for the better control 
of chronic diseases. 

Such diseases constitute one of the major health prob- 
lems in Minnesota today, since they include six of our 
ten leading causes of death--heart disease, cancer, and 


702 


intracranial vascular lesions being the first three, and 
diabetes, nephritis, and arteriosclerosis ranking sixth, 
seventh, and eighth, respectively. 

The group meeting in Chicago was the Commission on 
Chronic Illness, established in May, 1949, by the Ameri- 
can Medical Association, American Hospital Association, 
American Public Welfare Association, and American 
Public Health Association. Information on the chronic 
disease programs now in operation in various states and 
cities may be obtained from the Commission offices at 
535 North Dearborn Street, Chicago 10, Illinois— 
Minnesota’s Health, June, 1950. 
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PAROXYSMAL TACHYCARDIA WITH ATTACKS OF UNCONSCIOUSNESS 


Report of a Case 


MELVIN D. MILLS, M.D., and HARRY L. SMITH, M.D. 
Rochester, Minnesota 


S YNCOPE with prolonged unconsciousness is 
an infrequent manifestation of paroxysmal 
rapid heart action. Seldom does it occur in 
youth in the presence of a normal heart. Such 
a situation came under our observation recently, 
and we felt it of sufficient interest to warrant a 
report. A review of the literature reveals only 
occasional mention of this particular occurrence. 


Barnes’ credited Savini with speaking of a syn- 
copal form of paroxysmal tachycardia in 1912. In 
1926, Barnes called attention to cerebral symptoms 
as manifestations of rapid heart action when he 
reported fifteen instances in a review of 104 cases 
of paroxysmal tachycardia. Four of these pa- 
tients had syncopal attacks during seizures. 


In reviewing the general subject of syncope, 
Williams? commented on a series of 100 cases 
of paroxysmal tachycardia. Fifteen patients had 
cerebral symptoms; of these, four experienced 
syncopal attacks ; two had convulsions. 


White,? without giving figures to indicate in- 
cidence, mentioned convulsions along with angina 
pectoris, congestive failure and persistent electro- 
cardiographic changes as manifestations of par- 
oxysmal rapid heart action. 


Wolff,> in an extensive review of the cardinal 
manifestations of paroxysmal tachycardia, re- 
ported on a series of 253 patients. Of these, forty 
(16 per cent) experienced vascular collapse. 
Twelve patients of this group had normal hearts. 
Only one patient was in an age group under the 
fourth decade. The factor of age was not con- 
sidered important, except that circulatory fail- 
ure may be induced by somewhat slower rate in 
the aged than in younger patients. In 1942, in 
an earlier report, Wolff* reviewed six cases of 
central nervous system manifestations secondary 
to paroxysmal rapid heart action. Four of the 
patients had hypertension and two had coronary 
heart disease. Unconsciousness occurred as a 
transitory phenomenon in two cases. 


Dr. Mills is a Fellow in Medicine, Mayo Foundation, and Dr. 
ayo Clinic, Rochester, 


Smith is in the Division of Medicine, 
Minnesota. 
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Report of a Case 


A farmer and former high school athlete, twenty-one 
years old, came to the clinic for evaluation of “con- 
vulsions.” The patient was accompanied by his father 
(the father had witnessed three of nine attacks). During 
the three years prior to his registration at the clinic 
the patient had experienced nine attacks of unconscious- 
ness, with loss of memory for the event. Sedative agents 
had been tried without benefit. An aunt had migraine. 
There was no familial history of allergy or of a con- 
vulsive disturbance. Previous infliction of trauma to the 
head was denied. 


The initial attack had occurred in May, 1946. At 
the end of a 100-yard dash in high-school competition, 
the patient had collapsed and fallen motionless to the 
ground. In the ensuing half-hour to an hour, repeated 
efforts to arouse him were unsuccessful. He was flushed 
and breathed heavily. The pounding of his heart was 
noted by his coach, but no undue significance was attached 
to it. He recovered spontaneously. He was “groggy,” 
but after ten to fifteen minutes felt able to remain at the 
field to watch further competition, and did so. The 
episode was dismissed as “runner’s fatigue.” 


Five months later while the patient was playing bas- 
ketball, a second episode occurred. The patient sensed 
that there was “something wrong” because his heart 
abruptly started to beat unusually fast. He left the 
game of his own volition; on reaching the sidelines he 
slumped to the floor. He was motionless, and remained 
unconscious for ten to fifteen minutes. When he aroused, 
he was assisted to the showers. The pounding of the 
heart continued for an additional ten to fifteen minutes, 
then suddenly and spontaneously returned to its usual 
rate. 


A review of each subsequent episode then disclosed 
that rapid heart action and exertion or excitement were 
consistently present. At no time had there been loss of 
sphincteric control, an aura or an observed convulsive 
movement. No attacks had occurred during sleep. In- 
jury had been limited to a laceration of the scalp received 
at the time of the initial attack when the patient had 
fallen.on the cinders of the track. Readings of blood 
pressure had been taken during attacks, but they were 
not available. 

On several occasions rapid heart action, characterized 
by a precipitous onset and sudden return to normal, last- 
ing three minutes to three hours, had occurred without 
syncope. An occasional attack had been accompanied 
by a dull aching sensation in the left part of the thorax, 
without extension. During one attack the patient’s 
local physician had been unable to terminate the attack 
by “neck or eyeball” pressure. An electrocardiogram 
made at the time of the attack was interpreted as show- 
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ing “the lower half of the heart beating twice as 
fast as the upper half.” We did not witness an attack, 
nor were we fortunate enough to get an electrocar- 
diogram during a period of rapid heart action. No 
other significant symptoms were elicited. 

Examination revealed a husky, muscular, 6-foot, 177- 
pound youth in no apparent distress. The blood pres- 
sure was 114, systolic, and 80, diastolic, expressed in 
millimeters of mercury. The heart was not enlarged. 
No murmurs were heard. An occasional premature con- 
traction was noted. Results of funduscopic examination 
and examination of the gross visual fields were normal. 
A neurologic examination did not reveal significant ab- 
normalities. 

Leukocytes numbered 6,800 per cubic millimeter of 
blood. The value for hemoglobin was 13.7 gm. per 100 
c.c. of blood. Serologic tests gave negative results for 
syphilis. Urinalysis disclosed nothing significant. A 
roentgenogram of the thorax revealed the size and con- 
tour of the heart to be normal. An electrocardiogram 
showed a rate of 56, sinus arrhythmia with an occasional 
ventricular premature contraction, low amplitude QRS 
waves in leads I, II and III, inverted T waves in leads 
III, V-1 and V-3 and positive T waves in lead V-5 
The pattern of the electro-encephalogram was essentially 
normal, with a regular and well-defined alpha rhythm 
of 10 cycles per second. There was no change with 
hyperventilation. 

The patient was dismissed from our care on July 11, 
1949, and advised to take 3 grains of quinidine four times 
a day. He was re-examined seven months later, on 


February 8, 1950. He had taken quinidine -for four 
months, but had had none for three months prior to 
the last examination. At this time he complained chiefly 
of exhaustion, that his heart beat hard when he worked 
and that it was difficult for him to take a deep breath. 
He had had no episodes of fast heart or of unconscious- 
ness since the first admission. We felt that his com- 
plaints at the time of his last admission were largely 
due to an anxiety state. 


Summary 


A case of syncope with attacks of prolonged 
unconsciousness, in which the heart was normal, 
has been presented. The clinical history and 
course were consistent with a diagnosis of par- 
oxysmal tachycardia. The relative infrequency 
of occurrence of this manifestation of paroxysmal 
rapid heart action is of interest. ; 
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PHYSICIANS’ OBLIGATION TO REDUCE COSTS 


A tangible service to patients is within the control of 
many physicians; namely, lowered costs for laboratory 
work. Says the President of New York County Medical 
Society, in part:! 


Many a patient finds that his total bill for an illness may 
involve a very considerable charge for a battery of tests per- 
formed to accumulate a voluminous mass of diagnostic data. The 
new trend, too, is to have the patient undergo an entire “checkup” 
in diagnostic centers—even, when critical illness is not at hand 
—as a measure of preventive medicine. This, again, is as it 
should be. Yet, ain, there is no doubt that such a com- 
prehensive series r laboratory procedures all adds to the price 
paid by someone for medical care . . . by the public, by health 
agencies, by the hospitals, or by the private patients. 


Without trying to fly against the advancing winds of medi- 
cal progress, one may reasonably ask for a bit of reflection 
on the blanket orders sometimes issued for laboratory tests 
which—on second thought—promise to aid the diagnostician only 
slightly, which may sometimes by their very abundance confuse 
the issue, and which always increase the cost of illness for the 
patient. 

There is an understandable emphasis on elaborate clinical diag- 
nostic procedures among younger physicians—fresh perhaps from 
a residency in a major university teaching hospital where they 
had only to lift a finger to have harassed technicians turn out 
the work. That was part of their postgraduate medical edu- 
cation and gave them the training and experience they will 
need later. Moreover, this reliance on the objective information 
thus available is a desirable thing . . . as information. 

But diagnosis is a mixture of information plus judgment. As 
these younger physicians come to work with their own patients 
in their private practice, they gradually learn that a second and 
a third look at the patient and their experience in physical 
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diagnosis will often reap rewards in attaining the correct 
decision without confusing the issue with a host of laboratory 
data and at a considerable saving in cost to their patients. 
Never forget that the cost of medical care is a major issue 
of medicine today. 


One must add, immediately, that laboratory work, if it is 
truly needed, must never be sacrificed merely on the basis of 
cost. Admittedly, too, the margin between enough laboratory 
work and an overabundance is sometimes a narrow one. Never- 
theless, for those who err on the side of ordering too much 
laboratory work it is well to remember that the world had good 
diagnosticians before they were born.? 


While no one contends that the patient’s financial in- 
terest is paramount, it is a definite and, we believe, a 
growing, obligation of the physician to assist in cutting 
costs in his patient’s behalf wherever possible. This 
cannot be emphasized too often. Excessive fees and in- 
discriminate prescribing of expensive drugs, as well as 
unnecessary laboratory procedures, open the profession 
to justifiable criticism. There is, as Dr. Keating re- 
marks, an art and science to the practice of medicine. 
The best over- -all care of the patient—medically and eco- 
nomically—is the proper blending of. the two. 

Anything which physicians can do to help lower the 
cost to the patient without sacrificing the quality of medi- 
cal care is most meritorious. Sensible planning in the 
numbers and types of diagnostic tests to be ordered for 
the patient is one starting place to achieve this end.— 
Editorial, N. Y. State J. Med., July 1, 1950. 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA A. GUTHREY 


Rochester, Minnesota 


(Continued from June issue) 


Elisha Wild Cross (continued) 


His professional record was without blemish. Well educated, a student and 
traveler at home and abroad in the interest of professional improvement, he 
faithfully and generously gave his best in the nearly thirty years of his practice 
in Olmsted County. He held the affection of children and grown persons alike, and 
to his patients he was as much friend and temporal adviser as physician. He was 
a preceptor of medical students, medical examiner for fraternal lodges, and often 
a county physician. He served on the city board of health, for several terms as 
health officer, and in 1887 was a member of the Minnesota State Board of Health. 

A founder of the early Olmsted County Medical Society, in 1868, he was in 
that year vice president, head of the committee on surgery and, with his brother 
and other members, a drafter of the first fee bilf; when the society was reorgan- 
ized in December, 1885, he was a charter member. Enrolled in the Minnesota 
State Medical Society from February 1, 1869, he was an active worker, several 
times a delegate to annual meetings of the American Medical Association. Under 
the “Diploma Law” of 1883 of Minnesota he held certificate No. 674 (R), dated 
December 31, 1883. 

A progressing nervous disability that dated from the rigors of military service 
was aggravated by the demands of pioneer practice and in 1894 resulted in 
invalidism. A fall in January, 1899, while Dr. Cross was walking in his rooms, 
hastened his death, which occurred on the following November 21. At the funeral 
services the pallbearers were Dr. Cross’s friends of many years: Drs. F. R. Mosse, 
H. H. Witherstine and Christopher Graham, of Rochester, and Dr. E. D. Stoddard, 
then of Stewartville, who had been one of his students. Special tribute to the 
memory of Major Cross was paid by Colonel John B. Sanborn, of the Fourth 
Minnesota Regiment: “One of the best of men and most faithful of officers” ; 
and by the Loyal Legion, Commandery of Minnesota. Tribute to him as citizen, 
businessman and physician was paid by the Olmsted County Medical Society; 
the memorial, drafted by Drs. Witherstine, W. J. Mayo, and F. J. Halloran (of 
Chatfield), ended, ““He was a good man. As such he will live in our memories.” 

Elisha Wild Cross was survived by his wife, Martha Peckett Cross, and by 
a son and a daughter. Mrs. Cross was a woman of culture and intelligence ; she 
was a founder of the Rochester City Library in the sixties and until her retire- 
ment, in 1903, when her daughter succeeded her, she was a member of the board 
of directors; she died on February 19, 1907. The son, Maitland E. Cross, engaged 
in business in Rochester and later in Minneapolis ; he was married in July, 1885, to 
Elva C. Daniels, of Rochester. Martha Helen Cross, the daughter, a graduate 
of Vassar College, was married on December 21, 1880, to Henry M. Nowell, a 
banker of Rochester, and spent her life in this city. She died on April 27, 1941, 
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survived by a son, Reuben Nowell, of Rochester, and a daughter, Kate Theodate 
(Mrs. George Chute) Reid, of Rome, New York. The late Dr. G. C. Reid was 
from 1905 to 1908 a surgical assistant in what was soon to be known as the 
Mayo Clinic. The children of Dr. and Mrs. Reid are (1946) Dr. Henry Nowell 
Reid, a surgeon of Rome, New York, and Louise Reid Smith, of Gorham, Maine. 


John Albert Grosvenor Cross (1870-1928) the sixth and youngest child of 
Dr. and Mrs. Edwin Childs Cross, was born in Rochester, Minnesota, on May 
8, 1870, and there spent his youth and the first seven years of his profes- 
sional career. His early education he acquired in the grade schools, high 
school and Niles Academy in Rochester; the degree of bachelor of science 
he received from the University of Minnesota in 1892 and, honor student and 
second in his class, the degrees of master of science and doctor of medicine 
from Northwestern University in June, 1895. One of four graduates appointed 
on the basis of scholarship to internship at Mercy Hospital, Chicago, under 
Dr. Frank Billings, he refused the opportunity because of his mother’s failing 
health, and returned to Rochester, accompanied by his wife, to begin general 
medical practice. He was married on September 4, 1894, to Frances Mont- 
gomery; Mrs. Cross was a native of St. Cloud, Minnesota, a graduate of 
the University of Minnesota in 1891 with the degree of master of science, and 
previous to her marriage was a teacher and a supervisor of primary instruction 
in the schools of Saint Paul. 

Dr. Cross became a member of the Olmsted County Medical Society in 
1895, was secretary and treasurer in 1896-1900, and president in 1902. In 
1897 he was enrolled in the Minnesota State Medical Society and in 1898 in 
the Southern Minnesota Medical Association. 

An outstanding feature of his seven years as a physician in Olmsted County 
was his study and clinical application of the x-rays, which were announced 
to the world by Roentgen in 1895. The first physician in Rochester to give 
serious attention to the discovery, by the early summer of 1896 Dr. Cross 
had assembled a workable “apparatus for using x-rays in photography” ; 
his first successful picture, which had wide publication, was of his wife’s 
hand; Mrs. Cross sat for three hours while the picture was made. At the 
August, 1896, meeting of the Southern Minnesota Medical Association he 
gave a showing of x-ray pictures in diagnosis. His new science repeatedly 
was put to clinical use by local surgeons to determine skeletal defects and to 
locate foreign bodies. Taken with his sound professional knowledge and 
personal integrity, his initiative and ability in roentgenography attracted 
attention in the Northwest and brought him due recognition. 

In October, 1902, relinquishing his practice to Dr. John E. Crewe, who 
had been his partner since May of that year, Dr. Cross left Rochester with 
his family for Europe, where he spent a year, studying in many different 
cities but chiefly in Vienna with Edmund von Neusser. On his return to 
Minnesota he began his career as an internist in Minneapolis. The detailed 
story of his subsequent work belongs to the history of medicine in Hennepin 
County. 

Dr. Cross was a cultured gentleman of personal charm, sympathy and warm 
sense of humor, a musician and student, a member of the Episcopal Church. 
He was a skilled physician, a sound writer on medical subjects, a worker 
for medical education and organization and the elevation of medical ideals 
and standards. For several years he was on the teaching staff of the med- 
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ical school of the University of Minnesota; long on the clinical staff of 
four hospitals, Northwestern, Hillcrest, Abbott and St. Mary’s, some time 
with St. Barnabas Hospital, and chief of the medical staff of the City Hos- 
pital. He was a member of the college fraternities Chi Psi and Nu Sigma Nu 
(medical) and of many medical societies, county, state, national and special. 

John Grosvenor Cross died on March 3, 1928, at the age of fifty-seven 
years, from a cerebral hemorrhage brought on by an automobile accident, and 
was survived by his wife, a daughter and two sons. In 1946 Mrs. Cross and 
Miss Louise Cross, the latter a sculptor, medical illustrator and writer, were 
living in New York. Grosvenor Montgomery Cross, a mechanical engineer, 
was in New York and Connecticut, in work that took him into Latin America; 
Roderic Marcy Cross, an engineer, was in Torrington, Connecticut, a member 
of the board of directors of Torrington Manufacturing Company; during 
World War II both sons were engaged in defense work. Mrs. J. G. Cross 
died in New York on February 20, 1949. She was survived by the three 
children and by nine grandchildren, six girls and three boys, of whom one 
was John Grosvenor Cross. 


Nathaniel (commonly Nathan) §S. Culver, a small, energetic man, who was 
born in Rock County, Wisconsin, about 1843, came to Minnesota in 1866 
and to Rochester in early 1867. His first announcement, published in the 
Rochester Post of June 15, 1867, served to introduce him: 


Dr, N. S. Culver, Eclectic Physician. Office: Broadway, opposite Heaney’s Brick Block. 
Special attention given to Chronic Diseases, such as rheumatism, liver complaint, throat dis- 
eases, dyspepsia, btonchitis, diabetes, diseased kidneys, scrofula, weak spines, asthma, loss 
of voice, and nervous debility. 

Mild medicinal remedies will be used, and each patient will be insured the proper treatment, 
whether by Magnetism, Electricity, or Eclectic Medicine. 

Tape worms successfully removed. A cure warranted. 

Patients at a distance can send for circular and copy of “Questions to Invalids.” References: 
Dr. A. Castleman, Milwaukee; Dr. R. W. Hathaway, Milwaukee; Dr. N. G. Storrs, Mil- 
waukee; E. G. Crandall, Esq., W. S. Alexander, Esq. 


In September, 1868, Mr. J. D. Blood, an established druggist of Rochester, 
took Dr. Culver into partnership in the Union Drugstore on Broadway. 
After Mr. Blood’s death in 1870 Dr. Culver carried on the expanded drugstore 
with great success, first alone, and later with his brothers George and John. 
He traveled considerably and often brought back objects of interest, which he 
exhibited in the drugstore; on his return from a clinical visit to Chicago in 
November, 1871, he displayed a collection of curious specimens of fused metal 
and glass from the ashes of the Great Fire. Dr. Culver’s drugstore, incidental- 
ly, was one of the pharmacies in Rochester in which Henry W. Wellcome 
(later Sir Henry, of London, England) worked for a time as a clerk. An 
elderly lady of Rochester, then a young girl, has said of Henry Wellcome, 
“I didn’t know the word personality then, but he had personality if any one ever 
did.” 

Dr. Culver was among the eclectic practitioners who met in Owatonna on 
May 26 and 27, 1869, to organize the Minnesota State Eclectic Medical So- 
ciety; he was elected recording secretary and at the next annual meeting, 
in June, 1870, also at Owatonna, he was re-elected. Although Dr. Culver 
thus furthered eclectic medicine, and made trips to Chicago and Philadelphia 
to attend medical lectures for the improvement of his knowledge, it is be- 
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lievable that his undoubted success and popularity were due as much to his 
personal traits and his activities as business man, church worker and ardent 
exponent of temperance, as to his skill as a physician. 

Nathaniel S. Culver was married on May 19, 1870, to Mattie A. Nicholson, 
only daughter of B. Nicholson, of Watertown, Wisconsin, and brought his 
wife and his father-in-law to a new home at the corner of Grove and Third 
Streets. Mr. Nicholson died in April, 1871; Mrs. Culver died in August, 
1872, at the age of twenty-nine years, leaving an infant son. In the winter of 
1873-1874 Dr. Culver because of his own failing health and the child’s illness, 
sought the salubrious climate of Colorado, which had begun to attract popular 
attention, in company with other citizens of Rochester. 

By October, 1874, he was established in Colorado Springs, although he con- 
tinued for some years to own his drugstore in Rochester, and thereafter for 
seventeen years, during which he made periodic visits in Rochester, reports 
came back of his multiple interests and his prosperity. He discovered fire 
opals near Colorado Springs; struck a bonanza gold vein, the Ute Pass Lode, 
at Manitou; organized a stock company for silver mining. In 1875 he pre- 
sented to the Rochester High School a large collection of mineralogic and 
geologic specimens that he had gathered in Colorado and had exhibited in the 
Union Drugstore in Rochester. In 1876 he was candidate for alderman on 
the temperance ticket; in 1878 he was elected state treasurer of Colorado. 

On January 30, 1891, the Rochester Post made the following announcement: 
“Dr. Nathaniel S. Culver, at one time a resident of this city, died recently 
at Colorado Springs, Colorado, aged forty-eight years. His business in that 
state was that of mining director. For some years he was one of the directors 
of the First National Bank of that city and was president of the First Con- 
gregational Church of Colorado Springs.” 


Eugene C. Davis, son of Mr. and Mrs. Ezra Davis, of Viola Township, 
Olmsted County, and at one time a medical student under Dr. Hector Gal- 
loway, of Rochester, returned home from New York City in March, 1876, a 
qualified doctor of medicine. After practicing in the community of Viola a 
few weeks, he rented his farm (Rochester Post, April 15, 1876) and removed to 
the village of Plainview, Wabasha County, to enter partnership with Dr. 
Nathaniel S. Tefft, a highly respected pioneer physician. 

Dr. Davis was married on January 2, 1881, to Miss Mattie Champine, 
daughter of Mr. and Mrs. C. Champine, of Plainview. 

The career of this young physician was cut short by his untimely death, 
in Plainview, from typhoid fever on November 27, 1881. 


A Dr. Davis, of Rochester, in April, 1885, cut a cancer from the lip of a 
citizen of Marion. “It was a neat job and left a little of the lip.” Other than 
this item, information about this Dr. Davis is lacking. 


Paul G. Denninger (1848-1927), a homeopathic physician, practiced medicine 
in various localities of southern Minnesota between 1870 and 1890. Eckman 
mentioned him, in 1941, in an article on homeopathic and eclectic medicine in 
Minnesota. A sketch of this practitioner appeared in an article on the history 
of medicine in Fillmore County (Guthrey). 

A native of Germany, born in 1848, Paul G. Denninger in 1862 came with 
his parents to the United States. In 1870, twenty-two years old and a physi- 
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cian, he arrived in Minnesota, and in Eyota, Olmsted County, began the prac- 
tice of medicine, succeeding Dr. Benjamin F. La Rue. His office first was 
in the building of C. S. Andrews, later over the Wagner shoe store, and 
finally in his residence on the corner of Fourth and Lafayette Streets, op- 
posite the Presbyterian Church. 

In Eyota Dr. Denninger was married on June 12, 1871, to Susie A. 
Wagner, of Eyota, daughter of the local shoe merchant. In 1876 he removed 
to Spring Valley to enter partnership with his brother-in-law, Dr. C. H. Wag- 
ner. After a few years in Fillmore County during which he took a degree, 
in 1879, at the Hahnemann Medical College and Hospital of Chicago, he 
settled in Faribault about 1881. From Faribault he removed to California 
in 1890 and there practiced successfully at various places; he ‘died in San 
Jose on December 10, 1927. 


William M. Dodd (1853-1883), of brief professional career, was born in 
Cortland County, New York, on December 20, 1853, the eldest of the three 
children of Isaac Dodd and Margaret Johnston Dodd. Both Isaac Dodd 
and his wife were natives of Cumberland County, England, who came to the 
United States in their youth; they were married in Elgin, Illinois, later farmed 
in Cortland County, New York, where Isaac Dodd first had settled, in 1849. 
In the spring of 1855, members .of a group of travelers seeking new homes, 
they arrived in southern Minnesota and opened a farm in section 23, Kalmar 
Township, Olmsted County. Margaret Dodd died in 1858, and in 1862 Isaac 
Dodd was married to Helen Ranson, a relative of the Ranson family of 
Dodge County, three members of which have been well known in Minnesota 
medicine. Of this second marriage there were ten children, of whom four 
were living in 1883. 

William Dodd, after attending the district school near his home, studied 
academic branches at Niles Academy in Rochester and medicine under 
Dr. Hector Galloway of that city, preliminary to a formal medical course. 
In March, 1880, he returned home, a qualified graduate of the Chicago 
Medical College, and for the next three months practiced medicine in Byron, 
as locum tenens for Dr. Isaac Hall Orcutt, who was taking a postgraduate 
medical course at the University of Pennsylvania. From Byron Dr. Dodd 
went to Austin and soon after to Brownsdale, also in Mower County, where 
he practiced until his health failed: an attack of lung fever in August, 1882, 
was followed by tuberculosis. In January, 1883, with his wife, Nona 
Hitchcock Dodd, to whom he had been married at Milan, Minnesota, in 
July, 1880, he went to Napa City, California, the home of Mrs. Dodd’s parents, 
seeking a beneficial climate. The only child of the young couple, a little boy, 
died en route. Dr. Dodd’s death occurred at Napa City on April 20, 1883. 


William Doms (1858-1928), who was born on July 15, 1858, and who held 
an exemption certificate to practice medicine in Minnesota under the medical 
practice act of 1887, died in Woodstock, Minnesota, on July 21, 1928, after 
a residence there of twenty-six years. A note has appeared that he was 
married on March 19, 1879, to Anna Ingle, of Rochester, Olmsted County, 
and that in the following October he removed to Pipestone. 


Rollo Carlton Dugan (1865-1927), a son of Elijah S. Dugan and Calista 
Griffis Dugan, was born in Eyota Township, Olmsted County, on February 
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12, 1865. Elijah Dugan was a native of Ohio, Calista Griffis, of New York. 
After their marriage Mr. and Mrs. Dugan in 1857 went to Stark County, 
Illinois, where their two elder sons, Nathan F. and Charles, were born. In 
1862 the family came to Minnesota and settled on a farm near Eyota. At 
one time Mr. Dugan operated a traveling merchandise van; in the seventies 
this rig, an enclosed vehicle drawn by a pair of sturdy roan ponies with black 
manes and tails, was a familiar and welcome sight to farm families in 
various parts of the county. Mr. Dugan and his wife in their last years 
made their home at Compton, California. 

Rollo C. Dugan went to district and village schools of Eyota Township, 
to high school in Rochester, and to the University of Minnesota. He took 
his degree of doctor of medicine in 1890 and returned to his native locality, 
with his headquarters in Dover, to begin a general medical and surgical 
practice. In near-by Eyota, from 1873 to 1892, Dr. Augustus W. Stinchfield 
with distinguished success carried on a practice that was for those years 
unusual in size and scope. When, in February, 1892, he removed to Rochester 
on the invitation of the Drs. Mayo to join their group, young Dr. Dugan 
transferred to Eyota, to take the older doctor’s practice and to carry on 
in his tradition. At the same time Dr. Dugan held his practice in Dover, 
avowedly for the benefit of his undergraduate friend, Melvin S. Millet 
(M.D., University of Minnesota, 1895), whom he encouraged and coached 
in the study of medicine. 

On February 20, 1892, Rollo C. Dugan was married at Dover to Isabelle 
Styles, daughter of William and Elizabeth Styles, pioneer settlers in Dover 
Township. Mrs. Dugan’s sister Agnes was Mrs. Nathan F. Dugan; a 
second sister, Miss Lucy Styles, a trained nurse, was Dr. Dugan’s personal 
assistant for more than thirty years. Dr. and Mrs. Dugan had four children: 
Rollo C., Jr., Catherine, Nathan Clay, and Melvin Millet. 


Well-qualified, well-liked, ethical and progressive, with a bent for surgery, 
Dr. Dugan became an outstanding member of Olmsted County’s medical 
profession. He was of medium height, heavy, possessed a keen sense of 
humor and a notably guarded tongue. When he started practice, it was 
said locally that he would not be a success because he would not talk; 
when unduly pressed for information about a case, his defense mechanism 
was to mutter amiably and indistinctly, edging the while to the door and, 
apparently about to make a decisive statement, make his escape. It is re- 
called by his relatives that Dr. Dugan spent as many mornings as possible 
each week in Rochester observing and studying the work of his friends 
Drs. W. J. and C. H. Mayo at St. Mary’s Hospital; he always said that he 
learned surgery from the Drs. Mayo. By 1896 Dr. Dugan had equipped 
part of the old Dugan home in Eyota, which was his residence and office, 
as a small surgical hospital, although it was not until October, 1900, that he 
increased its capacity to eight beds and called it the Eyota Hospital. 


Dr. Dugan was a member of the Olmsted County Medical Society, the 
Southern Minnesota Medical Association, the Minnesota State Medical So- 
ciety, the American Medical Association, and other professional groups, 
among them the American Association of Railway Surgeons. He took an 
active part in the work of all, serving on committees and contributing scien- 
tific papers on a wide range of subjects. Concerning one paper an incident, 
still cited, occurred at a meeting of the American Medical Association, 
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when Dr. Dugan was to make his first appearance before the surgical section 
of that assembly: Dr. W. J. Mayo was chairman of the section, Dr. Dugan 
was on the program for one o’clock, Dr. Mayo had introduced him and he 
was starting to read, when there was a rush at the door and a murmur 
through the hall that Dr. ............ , a famous surgeon of Chicago, listed 
on the program much later, was here, wished to read his paper now, could 
not wait. Dr. Dugan, paper in hand, was much embarrassed and turned to 
leave the platform as the Chicago surgeon walked confidently forward amid 
enthusiastic applause. Dr. Mayo quietly announced once more that Dr. 
Rollo C. Dugan, of Eyota, Minnesota, would now give his paper, and the 
country surgeon gave it. 

Dr. Dugan was health officer and county physician, postmaster at Eyota 
from 1903 to 1904, and was active in civic and social organizations. He was 
a Republican, a member of high standing in Masonry in St. Charles and 
Winona lodges. He drove fine horses, was a member and founder of the 
Eyota Driving Park Association, enjoyed fishing, was a good shot and an- 
nually went hunting in the years when prairie chickens were plentiful in 
Minnesota and the Dakotas. 

In 1913 Dr. Dugan and Dr. Dorr F. Hallenbeck, then of Goodhue, planned 
to enter partnership for practice in Nebraska, and Dr. Dugan was to be re- 
placed in Eyota by Dr. Fred L. Smith, then of Chatfield (since 1917 Dr. 
Smith has been with the Mayo Clinic in Rochester). Because of unavoidable 
delay in arrangements, Dr. Dugan urged Dr. Hallenbeck to take an op- 
portunity that offered with the Drs. Mayo at Rochester. He himself was in 
Valentine, Nebraska, briefly, later was a few months in Winona. In 1914, 
“after making a success of a surgical hospital for eighteen years in a town 
of less than 500 inhabitants” (Eyota), he settled in Ottawa, Kansas, where he 
spent the remaining thirteen years of his life in active surgical practice, the 
greater part of that period with the Ransom Memorial Hospital. He was 
a member of the Franklin County Medical Society and the Kansas State 
Medical Society and continued to be a worker for civic improvement. 

Rollo Carlton Dugan died at Ottawa, Kansas, on June 10, 1927, aged sixty- 
two years, from carcinoma of the jaw and throat, survived by his wife, four 
children, several grandchildren, and nieces and nephews. The one daughter 
died some years later. In 1945 Mrs. Dugan and her son Melvin Millet Dugan, 
a chemist, were in Chicago; Nathan Clay Dugan was in Wichita, Kansas; 
and Rollo C. Dugan, in Fort Wayne, Indiana. A nephew, William J. Dugan, 
was a resident of Rochester, Minnesota. 


M. N. Dyer, aged forty years, died in Rochester, Minnesota, on April 18, 
1863. The Rochester City Post of May commented as follows: “Dr. Dyer was 
a physician of large practice and great skill and during his brief residence 
in this city he had won by his generous impulses and warm heart a large 
circle of friends.” 


(To be continued in the August issue) 











President’s Letter 


NO AGENDA OF PROMISES 


Totalitarianism, it has been said, begins with promises, ends with control. The 
American people have been looking closely at this historical truth during the last 
several years, as promises of security have beckoned them down the path to 
government control. 


Dominant have been the promises of universal medical care, promises which 
apparently entail no thought or effort on the part of the recipients in making them 
reality. 


The American Medical Association, meeting in annual session at San Francisco, 
made no promises, offered no effortless solution to the problems that remain in the 
field of medical care and those that will emerge with the shiftings of economic, 
sociologic and political developments. But in seventy-four definitive and aggressive 
actions, American medicine offered the public an opportunity to work with the pro- 
fession in raising even higher the standards and application of medical science. 
Medicine demonstrated again its acceptance of the responsibilities of leadership 
contingent upon the practice of this profession. 


This recently concluded meeting of the nation’s physicians has been an historic 
one, particularly from the standpoint of public interest and participation. As Dr. 
Elmer Henderson, AMA’s new president, said June 27 : 


“There is a vital reason for this new policy. Our affairs are no longer just medical affairs. 
They have become of compelling concern to all the people. 


“American medicine has become the blazing focal point in a fundamental struggle which 
may determine whether America remains free, or whether we are to become a Socialist State, 
under the yoke of a government bureaucracy, dominated by selfish, cynical men who believe 
the American people are no longer competent to care for themselves.” 


We have taken the public into our confidence, setting forth our ideals, our objec- 
tives, the methods we feel to be most effective, as well as most analagous to the 
traditional freedom-respecting and evolutionary action that has characterized this 
nation and made it unique in progress and strength. 


The results of combined medical thinking at the AMA meeting are of profound 
importance, and every physician should familiarize himself with the policies which 
have been developed so that these policies will culminate in early, unified action. 


yee 


President, Minnesota State Medical Association 
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. Editorial * 


Car B. Drake, M.D., Editor; Georce Eart, M.D., Henry L. Uxricu, M.D., Associate Editors 





STATE OFFICERS ELECTED 


A‘ the annual meeting of the Minnesota State 

Medical Association, convened at Duluth 
June 12, 1950, the following officers for 1951 
were elected by the House of Delegates: 


President-Elect—Dr. J. F. Norman, Crookston. 

First Vice-President—Dr. Willard White, Min- 
neapolis. 

Second Vice-President—Dr. A. E. Brown, 
Rochester. 

Secretary (reelected)—Dr. B. B. Souster, 
Saint Paul. 

Treasurer (reelected)—Dr. W. H. Condit, 
Minneapolis. 

Speaker of House of Delegates( reelected )— 
Dr. C. G. Sheppard, Hutchinson. 

Vice-Speaker of House of Delegates (reelected ) 
—Dr. Haddon Carryer, Rochester. 

Dr. John Francis Norman, the newly chosen 
president-elect is a native of Minnesota and re- 
ceived his medical degree from Hamline Medical 
College in 1907. He has practiced surgery at 
Crookston since graduation and has been active 
in local and state medical affairs, having served 


on numerous state medical committees. 


TERRAMYCIN 

NEW ANTIBIOTIC, terramycin, has been 

added to the list of agents used in the treat- 
ment of infectious diseases, Terramycin was iso- 
lated from cultures of Streptomyces rimosus and 
first reported by Finlay and his colleagues in 
January of this year. Its name was derived from 
the fact that the growth presented a cracked ap- 
pearance on the surface of the agar medium. 
Terramycin is a yellow crystalline amphoteric sub- 
stance which is highly stable in the dry form. It 
was established that this antibiotic possesses anti- 
microbial activity against a wide range of patho- 
genic organisms, and at the same time a low 
degree of toxicity in laboratory animals was 
demonstrated. In March, Hobly and co-workers 
published reports containing more detailed in- 
formation concerning the antimicrobial activity 
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of this drug. It was found to be effective against 
a wide variety of aérobic and anaérobic Gram- 
negative and Gram-positive bacteria and certain of 
the rickettsiae. The observation that this sub- 
stance possesses an extremely low degree of 
toxicity was again affirmed. Extensive studies on 
absorption and excretion in animals reported at 
the same time indicated that terramycin is ab- 
sorbed readily after either oral or parenteral ad- 
ministration and is excreted in a biologically active 
form. The first studies directed toward the use of 
terramycin in man were reported in April from 
the Mayo Clinic. It is apparent from this re- 
port that terramycin is readily absorbed after 
oral administration of 1 gm. and that rather con- 
stant blood levels are maintained for approxi- 
mately six hours. After this six-hour period 
there is a gradual decline with minimal activity 
still demonstrable in some instances after twenty- 
four hours. The therapeutic adult dose was there- 
fore established at 1 or 1.25 gm. administered 
orally every six hours. 

Terramycin for intravenous use is under in- 
vestigation at present. It was found that this an- 
tibiotic diffuses readily through the placenta into 
the fetal circulation and into the pleural fluid; 
however, unlike aureomycin, little or no terramy- 
cin crosses the barrier between the blood and the 
brain. 

Large quantities of terramycin are excreted in 
the urine. Smaller but significant amounts appear 
in the bile. When administered by the oral route 
large amounts are not absorbed but are excreted 
in the feces. 

Clinical experience based on the report by Her- 
rell and co-workers and on recent reports in the 
Journal of the American Medical Association in- 
dicate that this antibiotic is therapeutically ef- 
fective in a wide variety of infectious diseases. 
In this respect its action is similar to that of 
aureomycin.. It is apparent, however, that al- 
though these drugs are similar in many respects 
there are significant differences. Many of the 
common infections of the upper part of the 
respiratory tract including septic sore throat, acute 
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follicular tonsillitis and acute laryngotracheitis 
have responded to its use. Terramycin is ex- 
tremely efficient in the treatment of the bacterial 
pneumonias, and the results in whooping cough 
are promising. Infections of the urinary tract 
due to susceptible organisms are rapidly brought 
under control; these organisms to date include 
Escherichia coli and Aerobacter aerogenes. Un- 
doubtedly, with further clinical experience more 
of the bacteria causing infections of the urinary 
tract will be added to the list of those already 
mentioned as being effective. Similarly, pyelone- 
phritis responds in a satisfactory manner to the 
action of this drug. Septicemia owing to Escher- 
ichia coli and bacteroides has been treated with 
excellent results. Terramycin produced no de- 
monstrable effect in one case of herpes zoster. It 
is certain that as clinical experience with this new 
antibiotic widens it will be found that its therapeu- 
tic range of activity is much greater than indicated 
above. 

Terramycin is a relatively nontoxic substance. 
This statement is supported by the fact that to 
date the only toxic reaction ascribed to its use 
is occasional gastrointestinal irritation manifested 
by nausea and, on occasion, vomiting. Usually 
these symptoms can be obviated by the simultane- 
ous administration of milk. Furthermore, it has 
been established that milk does not interfere with 
the absorption of this drug. 

W. E. Wetcmay, M.D. 


CLOAKING OF SIGNS AND SYMPTOMS 
BY CORTISONE AND ACTH 
ADMINISTRATION 


HE wonder drugs, Cortisone and ACTH, 

are finding a limited place in therapy. There 
is accumulating evidence that the acute reaction to 
rheumatic fever may be limited in extent of in- 
vasion and distortion (valves of the heart or its 
musculature) ; and the obvious allergic reactions 
of hay fever are held in abeyance while the sea- 
son passes over. No one, so far, has indicated 
clearly whether this withholding of the symptoms 
and signs of such definite entities as rheumatic 
fever has any limiting influence upon their natural 
course, or the development of natural remissions 
and immunity. Whatever these sequences are that 
restore body balances and constants in the sense 
of Walter B. Cannon’s homeostasis, the supposi- 
tion has been that this interaction of attacking 
agent (whatever type) and the mechanisms of 
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bodily resistance (fever, leukocytosis, connective 
tissue reaction and healing) represents on the 
whole a salutary conflict, ° 

Now come reports from various sources, con- 
spicuously from McGill University,* Montreal, 


Canada, presenting some unlooked-for side-effects - 


in terms of the masking of common disease enti- 
ties and the possible inhibition of healing due to 
faulty collagenous tissue activity. Two instances 
of diffuse peritonitis developed while the patients 
were under treatment with ACTH. The first was 
an instance of Hodgkin’s lymphoma where an up- 
per respiratory infection developed into a ques- 
tionable pneumonia of the right lower and middle 
lobes. While the patient’s symptoms and reac- 
tions were mild, nevertheless at post-mortem a 
“heavy growth of pneumococci” was cultured 
from the blood of the heart and the fluid in the 
peritoneum was part of a diffuse peritonitis. In 
another instance, a patient under treatment with 
ACTH for severe asthma suffered a vague ab- 
dominal attack where it was found that an ulcer 
of the duodenum had perforated. 

Such experiences may call for extra watchful- 
ness in the exhibition of Cortisone and ACTH. 
Indeed, our entire concept ef nosology may need 
revamping. When the symptoms of pneumonia 
abate meanwhile systemic bacteremia develops; 
and when there is a response to conditions as dif- 
ferent as is Addisonian anemia (responding in an 
exacerbation quite as definitely as does the rheu- 
matoid arthritic), it would appear that these novel 
agents need the closest checking, not only when 
used therapeutically but in investigative research. 

E. L. Tuony, M.D. 


A ROSE BY ANY OTHER NAME 

N AN EDITORIAL entitled “Defeat of Reor- 

ganization Plan No. 1,” which appeared in our 
September, 1949, issue, we explained how Plan 
No. 1 was defeated by vote of the Senate on 
August 16, 1949, largely, we believe, as a result 
of what amounted to a pilgrimage to Washington 
by representatives of the State Medical Associa- 
tions throughout the nation. Plan No. 1 provided 
for the establishment of a Welfare Department 
in our Federal Government to be headed by a 
layman and to include social security, education 
and most health activities of the Federal Govern- 
ment. The medical profession has been ad- 


*Beck, J. S., et al: Canadian M. As, J., 62:423, (May) 1950. 
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vocating for years a separate Federal Department 
encompassing the health activities of the Federal 
Government with a medical man in charge as a 


member of the Cabinet. We believe that the 
health activities of the Federal Government affect 
enough people and are important enough to 
warrant such treatment as recommended by the 
Task Force of the Hoover Commission. We 
believe that to include health activities with social 
security and education at present with the idea of 
later effecting a separation is not likely to be 
accomplished, and the profession does not want a 
layman and someone who is so obviously a 
socialist, like Oscar Ewing, to handle govern- 
mental health activities. 

In spite of the opposition of the medical pro- 
fession—so forcibly expressed in Washington 
last August—the President has submitted his 
Reorganization Plan No. 27 to Congress which is 
substantially the same as last year’s Reorganiza- 
tion Plan No. 1 and, as a matter of fact, the 
same as S. 140 in the 80th Congress. Does the 
President think the profession has changed its 
mind, or does he expect to wear us down until 
we are ready to cry quits? This matter of legis- 
lation was important enough last summer to 
warrant a special trip to Washington of repre- 
sentatives from the State Medical Associations to 
make our ideas known. Such action is expensive, 
but if need be will undoubtedly be repeated. 


* * * 


As we go to press, the announcement comes that 
the House, on July 10, vetoed President Tru- 
man’s proposal for a new Department of Health, 
Education and Security by the overwhelming vote 
of 249 to 71. On the same date, the Senate execu- 
tive expenditures committee voted 6 to 3 to reject 
the new department and was set to kill the bill on 
July 12. It will not be necessary now for the 
Senate to take action. It remains to be seen 
whether this demonstration of opposition to Presi- 
dent Truman’s plan which was the same as that 
defeated last August under another name will 
prevent future attempts to cram this undesirable 
legislation down the throats of the people con- 
trary to the recommendation of the Hoover Com- 
mission and the advice of the medical profession. 

It should be noted that Representatives Mc- 
Carthy and Blatnik voted for the proposal and 
Representatives Andersen, Andresen, Hagen, 
Judd and O’Hara were opposed. 
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GENERAL PRACTICE AND GP 


ENERAL practitioners outnumber special- 
ists two to one and constitute the backbone 
of the profession. It merits repetition and em- 
phasis that the challenge of general practice from 
the standpoint of service to humanity and pro- 
fessional interest, though less spectacular, is fully 
as appealing as that of specialization. The im- 
possibility of acquiring and keeping up with the 
mass of medical knowledge already recorded and 
published yearly has necessitated specialization. 
Only the most talented and industrious specialist 
can hope to keep up with the literature in his 
limited field. The general practitioner must be a 
voracious reader, indeed, and be able to pick and 
choose and digest the medical literature available 
and suited to his needs in order to keep pace with 
medical progress. This requires an intelligence 
of no mean caliber. 

The general practitioner, especially if he be 
located in a rural district, probably has the op- 
portunity of knowing his patients better and for 
longer periods of time than can the specialist. 
Knowing more of a patient’s home environment, 
habits, and peculiarities is a distinct advantage to 
the patient and his physician in gauging the sig- 
nificance of early symptoms. Such knowledge 
has not infrequently warded off unnecessary treat- 
ment, both surgical and medical. 


In recent years, definite steps have been taken 
not only to recognize the importance of the place 
of the general practitioner in providing medical 
care but in raising their quality. Special post- 
graduate training for those planning to take up 
general practice, refresher courses, the mid-winter 
AMA meeting devoted to the general practitioner, 
a general practice section in the AMA, and finally, 
the formation of the American Academy of Gen- 
eral Practice devoted to the improvement of the 
general practitioner, may be mentioned, 


The American Academy of General Practice 
held its second annual meeting at St. Louis in 
December, 1949. This meeting was attended by 
over 5,000 general practitioners who exhibited 
even more enthusiasm and earnestness than at the 
first meeting in 1948. For some. time it has been 
felt that the Academy should publish its own 
journal devoted to the needs of the general prac- 
titioner. The first issue in attractive format ap- 
peared in April, 1950. Just as Volume I was 
ready to go to press, the editor, Dr. F. Kenneth 
Albrecht, died suddenly as a result of an auto- 


715 


EDITORIAL 


mobile accident. This tragic ending of a talented 
man in his prime before he could see the results 
of his last labor was particularly distressing. By 
an especially good stroke of fortune, the services 
of Dr. Walter C. Alvarez, well-known gastro- 
enterologist and writer, a member of the Mayo 
Clinic for the past twenty-four years and editor 
with distinction of Gastroenterology and The 
American Journal of Digestive Diseases were 
obtained. He has moved to Chicago and his name 
appears as editor in the June issue. The journal 
has a long list of eminent’ specialists on its Edi- 
torial Advisory Board and in the capacity of Man- 
aging Publisher, the able Mac F. Cahal. Dr. 
Stanley R. Truman of Oakland, California, is 
chairman of the Publication Committee as well as 
president of The Academy. The first articles to 
appear in GP are of high calibre, and the section 
on Practical Therapeutics is of very special value 
to the general practitioner. We extend our best 
wishes for the success of GP,* the launching of 
which, though beset with tragedy, has been nev- 
ertheless most auspicious. 


THE AMERICAN JOURNAL OF PROCTOLOGY 


i” American Journal of Proctology made its 

debut in March of this year. It claims to be 
the first authoritative journal of proctology and 
allied subjects and is owned and published quar- 
terly by the International Academy of Proctol- 
ogy, Inc., with editorial office at 43 Kissena 
Boulevard, Flushing, New York, and business 
office at 1819 Broadway, New York 23, New 
York. Subscription price is $2.50 per year. 
Members of the International Academy of Proc- 
tology receive the journal in return for the pay- 
ment of membership dues. 

As explained editorially in volume one of this 
new publication, the International Academy of 
Proctology was formed on June 9, 1948, to unite 
in one association, physicians who are interested 
in this specialty. The American Board of Proc- 
tology incorporated in 1935 has remained dor- 
mant ever since but was approved by the Coun- 
cil on Medical Specialties at a recent meeting. 
Thus this Board becomes the eighteenth Exam- 
ining Board in the specialties. An organization 
meeting was held in conjunction with the Ameri- 
can Medical Association meeting in Atlantic City 
in June, 1949. The Academy’s first sceientific 
meeting also was held on this occasion and its 





*Editorial and Business Office, Broadway at Thirty-fourth 
street, Kansas City 2, Missouri. Subscription price, $10.00 (to 
members, $5.00). 
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second meeting was held at the Hotel Bellevue 
in San Francisco on June 23, 24, 1950. 

The articles and abstracts appearing in the 
first number of this infant journal indicate the 
worthy purpose of the editors. MINNEsorTa 
MEDICINE extends its best wishes for the growth 
and success of The American Journal of Proc- 
tology. 





BE JUST BEFORE YOU ARE GENEROUS 


The various communities of the State, ranging from 
hamlets to large cities, face a serious problem of financial 
drainage. It is a matter of great pride to self-respecting 
citizens to be able to assist in the maintenance and better- 
ment of local charitable enterprises and institutions such 
as district nursing associations, the local hospitals, day 
nurseries or child care centers, for example, as well as 
various local religious institutions. Latterly, it seems to 
be more and more difficult to raise sufficient money to 
keep them going, even on a restricted basis, in spite of 
unremitting labor by interested citizens. What are the 
reasons for this difficulty? ; 

High taxes for one thing, increased cost of living for 
another. Yet another is the multiplicity of organizations 
other than local whose appeals for aid siphon away small 
community resources. This is to state a fact and in no 
way to impugn the worthiness of these larger groups. 
Physicians will be interested both as citizens and doc- 
tors to know why financial support is increasingly hard 
to obtain for local hospitals, district nursing associa- 
tions, and other aids to medical practice as well as com- 
munity assets. 

A check by the National Information Bureau on national non- 
profit organizations, nearly all of which solicit public aid, shows 
an astounding number in existence. vie 

here are, for example, no less than 75 national associations 
dealing with public health, ranging alphabetically from those 
concerned with Alcoholism through Hay Fever, Parenthood, So- 
cial Diseases, and Veterans. : 

There are 24 national organizations dealing with the problems 
of Youth. 

There are 31 which are solicitous for continuance of ‘Free 
Enterprise” and the “American Way of Life’ and the like. 

There are five which are anxious about the American Indian 
Welfare, 10 concerned with Conservation, 19 aroused over Civic 
Affairs, 29 which deal with International Relations, 23 interested 
in General Welfare, and no less than 72 seeking to help on mat- 
ters connected with Foreign Relief Aid and Rehabilitation, with 
practically every other nation in the world on the receiving end 
of American charity. G 

These are not fly-by-night organizations, mind you. Every 
one of the more than 400 organizations listed by the bureau is 
either national or international in scope. 


It has come to a point where drives for this and that 
have begun to overlap each other. It is a rare morning 
when the mail does not contain at least one and often 
two or three appeals from various sources. To the more 
than 400 organizations of national or international scope 
must be added those of less than national ‘wt not purely 
local character. There is, apparently, no iimit. 

In an expanding economy it is quite possible that all 
of these appeals can somehow be met, but it is to be 
kept in mind that the financial assistance asked is i 
addition to the steady, enormous drain through taxes 
to provide governmental subsidies to specially favored 
groups, either domestic or foreign. Matters would 
much worse if any serious effort were to be made by 
government to reduce the national debt of some $1,700 
for every man, woman, and child in the nation. It will 
have to be done sometime, somehow. 

Meanwhile we hope that some thought will be given 
to a return to the time-proved maxim, “Be just before 
you’re generous.” Be sure your purely local institutions 
do not lack the financial assistance they merit.—Editorial 
N. Y. State J. Med., June 15, 1950. 


1Ossining Citizen Register, April 20, 1950. 
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Edited by the Committee on Medical Economics 
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SENATOR McCLELLAN BLOWS AWAY THE 
FOG 


Senator McClellan, who spoke at the second 
annual Minnesota Medical Press conference in 
April, recently reported to Congress on federal 
spending. His report is the subject of an editorial 
in the Wall Street Journal, which credits him with 
clearing away some of the fog surrounding the 
government-stated reasons for increased federal 
expenditures. The Journal says: 

“In recent weeks there have been repeated suggestions 
from Administration officials at Washington that the 
Treasury deficit is due to tax cuts made by the Re- 
publican Congress in 1948. Also, there have been hints 
that the fight against Communism accounts for rising 
Government expenditures. 

“Now Senator McClellan of Arkansas comes along 
with a report that blows away the fog that settled 
around the fiscal situation as a result of such suggestions. 
The Senator should know about such matters; he’s chair- 
man of the Senate Committee on Expenditures in the 
Executive Department. And, of course, he’s a Demo- 
crat, which removes any possibility that he’s only having 
a political tiff with the Administration.” 

Spending Increases in Four Categories 

The Senator’s report shows that in the coming 
fiscal year spending in four categories that can’t 
possibly be related to fighting Communism, will 
account for a rise of more than $4 billion. The 
four categories are: social welfare, housing, farm 
price supports and public works. Spending for 
social welfare will be $845 million greater mostly 
due to grants to states for public assistance, public 
health and hospital construction. Spending for 
housing accounts for a $1,247 million increase. 
Spending for farm price supports and other aid- 
the-farmer efforts means an increase of $1,632 
million. Spending for public works will rise $458 
million due chiefly to river and harbor work. 


The Journal “Heartily Agrees” 
Seconding the report of Senator McClellan, and 
realizing where taxes go and why the government 
is involved so deeply in deficit spending, the Wall 
Street Journal concludes : 
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“Those figures add up to $4,182 million. And that 
would about equal the deficit that’s being incurred in 
the present fiscal year. When a Government is bent on 
spending money as fast as it can it’s almost certain to 
find excuses for the red ink created. The tax cut of 
the 1948 Congress is an easy alibi; so is the anti- 
Communist effort. But the real truth of the fiscal situa- 
tion is that spending is on the rise almost everywhere 
you look. 


“In submitting his report to the Senate, Mr. McClellan 
warned that ‘this tremendous rising cost (of Govern- 
ment) is indicative of a fixed permanent trend that can- 
not be ignored or remain unchallenged.’ And he added 
that this provides a ‘warning of compelling force against 
our proceeding with reckless indifference to enact more 
and more laws expanding present governmental services 
and instigating new programs creating additional gov- 
ernmental obligations that will add billions annually to 
the already swollen costs of government.’ 


“We heartily agree.” 


PURCHASING POWER NOW LESS THAN 
IN 1931 


Due to taxes and inflationary prices, it was 
shown in a recent bulletin of Insurance Eoconom- 
ics Surveys, that although dollar salaries in 1950 
are considerably greater than those of 1931, the 
purchasing power of 1950’s salary is only a 
little more than half that of the salary of 1931. 


Citing the news story of baseball player Ted 
Williams’ recent signing with the Red Sox for a 
record pay of $125,000, the Survey compared his 
salary with that of Babe Ruth in 1931. 

In a graphic presentation, the article showed 
that, while the salary of Babe Ruth in 1931 was 
only $80,000, his take-home pay amounted to more 
than Williams takes home today—Ruth $68,535, 
Williams, $62,028. This compares the two after 
taxes were removed. The Survey says: 


“Inflation has shrunk the buying power of the dollar 
since 1931, so Williams’ real take-home pay is only a 
little over half of Ruth’s—57 per cent... . If Ted Wil- 
liams were to have as much buying power in 1950 as 
Babe Ruth had in 1931, he would have to be paid 
$327,451.” 


Thus, more facts help convince tax-burdened 
Americans that proposed government bills would 
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increase taxes, thereby lowering take-home pay 
and lowering the buying power of American sala- 
ries. 


DEWEY ADVISES AVOIDING NEVER-NEVER 
LAND 


Governor Thomas E. Dewey, speaking recent- 
ly at Princeton university, took a sober look at the 
situation causing some people to advocate adoption 
of compulsory government medicine, and charged 
that the administration is “making a strong polit- 


ical issue out of support of a compulsory national 
health bill.” 


“By this bill,” Dewey said, “heavy additional 
payroll deductions or comparable taxes would be 
imposed on the entire population. Everyone 
would then get so-called ‘free’ medical, dental, sur- 
gical and hospital care, as in Great Britain. Mr. 
Truman says this is not socialized medicine. The 
British admit that it is. They ought to know.” 


Believing that not all is perfect in medicine, or 
in any field, Dewey declared that socialized medi- 
cine is not the way to remedy ills which are far 
less obvious than medical advances: 


“Of course, there are urgent problems still to be 
met in the field of medical care. There always will be. 
Many communities need hospitals. The cost of illness 
can often be disastrous to an individual family. Med- 
ical schools are having a tough time meeting their budg- 
ets—as who is not? In many areas we could use more 
doctors and dentists. But to leap from these admissions 
to the conclusion that socialized medicine is the only 
cure, is like cutting off your head because you have a 
headache. 


“Let’s take a sober look at where we are before we 
jump into the Never-Never Land. 


“The simple fact is that American medicine is today 
the finest in history. Our entirely free medical profes- 
sion and its allied scientists have conquered scourges such 
as diphtheria, smallpox, typhoid and scarlet fever, which 
once wreaked terror over whole nations. Even pneu- 
monia is on its way out as a killer and significant prog- 
ress has been made with such stubborn problems as 
leprosy, infantile paralysis, heart disease and cancer. 


“The life expectancy of Americans has been increased 
twenty years in just the past half century. In the last 
third of a century the rate of infant mortality has been 
cut by three-quarters. Insofar as medical personnel is 
concerned, we have more doctors per capita than any 
other great nation in the world.” 


Lenin An Expert on Subject 
Dewey then made his to-the-point conclusion : 
“T cannot prove that compulsory medicine is the key- 


stone of the arch of a totalitarian state, but Lenin said 
that it was and he was an expert on the subject.” 


-718 


COMMITTEE QUOTES WORDS OF WISDOM 


Proving again that the wisdom of freedom is 
time-honored, the committee for Constitutional 
Government quotes the following: 


“IT WAS WISDOM AGES AGO: Men too often, 
in their revenge, set the example of doing away with 
those general laws to which all alike can look for salva- 
tion in adversity—Thucydides, 426, B. C. 


“IT WAS WISDOM TWO GENERATIONS AGO: 
All socialism involves slavery. What is a slave? We 
primarily think of him as one who is owned by another. 
The essential question is: How much is he compelled 
to labor for other benefit than his own? The degree 
of his slavery varies according to the ratio between that 
which he is forced to yield up and that which he is 
allowed to retain; and it matters not whether his mas- 
ter is a single person or society. If, without option, 
he has to labor for society and receives from the gen- 
eral stock such portion as the society awards him, 
he becomes a slave to society. Socialistic arrangements 
necessitate an enslavement of this kind.—Herbert Spencer, 
The Man Versus the State, 1884. 


“IT IS WISDOM TODAY: The chief threat to hu- 
man rights is no longer one of too little government. 
Freedom’s greatest threat today is too much govern- 
ment, that all limits to government action may be 
swept away. Is there to be no line beyond which gov- 
ernment shall not go, as it is in Soviet Russia, and 
becoming so in socialistic England? The plunder of 
our natural resources has been largely checked. Are 
we now to have a system of plunder of the national 
treasury? Is the old ‘let me alone’ philosophy to be 
replaced by nothing better than ‘gimme mine’ philosophy? 
—Bernard M. Baruch.” 


And, additional quotes on freedom from gov- 
ernment interference are meaningful and relevant: 


“Today, federal taxation and government borrowing 
against the future are not merely . . . nuisances, they 
are major determinants of business policy, and they 
dominate and shape the course of our economic develop- 
ments, the level of our prices and the extent of our 
national wealth. They are a lien of enormous size upon 
our past savings and upon our future production— 
Monthly Digest of Business Conditions. 


“Freedom exists only where the people take care of 
the government.—Woodrow Wilson. 


“In a socialistic state, all men are theoretically equal 
financially. This country has already qualified with: 

Income taxes, final equalizer of all incomes. 

Social Security, misnomer for another tax. 


Federal grants, money taken from you, then you match 
it, and part of it comes back... . 


Estate and inheritance taxes, they get you after you're 
gone.—Berea (Ohio) Enterprise.” 
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MEDICAL ECONOMICS 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul, Minnesota 


Julian F. Dubois, M.D., Secretary 


UNLICENSED MASSEUSE PLEADS GUILTY TO 
CRIMINAL ABORTION 


Re: State of Minnesota vs. Florence Fossum 


On June 15, 1950, Florence Fossum, fifty-eight years 
of age, residing at 3133 Oakland Avenue, Minneapolis, 
was sentenced by the Hon. Rolf Fosseen to a term 
of not to exceed four years in the Women’s Reforma- 
tory at Shakopee. Mrs. Fossum had pleaded guilty on 
May 3, 1950, to an information charging her with the 
crime of abortion. Judge Fosseen, following a state- 
ment by legal counsel for the Minnesota State Board of 
Medical Examiners and the County Attorney’s office 
of Hennepin County, stayed the sentence for three 
years and placed Mrs. Fossum on probation, one of the 
conditions being that the defendant is to refrain from 
the practice of healing and specifically is forbidden to 
‘engage in the practice of massage or the operation of 
a health food store. 

Mrs. Fossum was arrested by Minneapolis police offi- 
cers on March 24, 1950, following the admission of a 
forty-year-old married Minneapolis woman to a Min- 
neapolis hospital. The patient was seriously ill with 
an infection following a criminal abortion. Upon being 
questioned, the patient stated that the abortion was per- 
formed by a woman by the name of “Florence” who 
operated a store at 215 W. Lake Street, Minneapolis. 
The defendant was promptly arrested and upon being 
arraigned in the Municipal Court at Minneapolis, de- 
manded a preliminary hearing which was set for April 
12. However, Mrs. Fossum changed her mind, waived 
the preliminary hearing and entered a plea of guilty in 
the District Court. At the time of Mrs. Fossum’s arrest 
Minneapolis Police Officers seized medical and surgical 
equipment used in the performing of abortions. Mrs. 
Fossum stated that she was a masseuse. However, she 
admitted that she holds no license to practice massage 
or any other form of healing in the State of Minnesota. 


OPERATOR OF MEAT MARKET AND GROCERY STORE 
PLEADS GUILTY TO ABORTION 


Re: State of Minnesota vs. Paul C. Schwede 


On June 20, 1950, Paul C. Schwede, forty-five years 
of age, who operates a grocery store and meat market at 
259 Cedar Ave., Minneapolis, was sentenced by the Hon. 
Rolf Fosseen, Judge of the District Court of Hennepin 
County, to a term of not to exceed four years in the 
State Prison at Stillwater for the crime of abortion. 
Judge Fosseen stayed the sentence for three years and 
placed the defendant on probation after Schwede has 
served three months in the Minneapolis Workhouse. 
Judge Fosseen also ordered Schwede’s surgical instru- 
ments confiscated and turned over to the Minneapolis 
General Hospital. 

Schwede, who holds no license to practice’ any form 
of healing in Minnesota, was arrested on May 23, 1950, 
following the hospitalization of a nineteen-year-old di- 
vorcee who was suffering from an infection from a 
criminal abortion. Minneapolis police officers found 
a practically new medical kit containing three speculums, 
a dozen catheters, surgical instruments and seven bot- 
tles of various medicinal preparations at Schwede’s place 
of business at the time of his arrest. The investigation 
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disclosed that the abortion was performed at the home 
of a former employe of Schwede’s. A fee of $400 was 
paid for the abortion but Schwede’s former employe con- 
cealed from him the fact that she withheld $250 of the 
fee. The accomplice was not prosecuted because she 
disclosed the facts leading to Schwede’s arrest. 


Judge Fosseen questioned Schwede carefully about 
his prior activities and he stated to the Court that, while 
he lived at 2084 Roblyn Avenue, Saint Paul, he had been 
in business in Minneapolis for a number of years. He 
admitted to the Court that he had performed a total 
of seven criminal abortions since the fall of 1949. When 
asked by Judge Fosseen as to how he learned to do 
abortions, he replied: “By reading medical books.” 
Schwede said that he had been in financial difficulties 
and for that reason sought to supplement his income. 
The records of the United States District Court in Min- 
neapolis disclose that on November 4, 1946, Schwede 
was fined $200 following a plea of nolo contendere to an 
information charging him with a conspiracy against the 
United States in connection with the illegal use of coun- 
terfeit sugar stamps. 


PAN AMERICAN SANITARY BUREAU TO ASSIST 
VENEZUELA IN PLAGUE SURVEY 


Commander Julius M. Amberson, of the U. S. Navy, 
Bureau of Medicine and Surgery, left Washington early 
in July for Venezuela to lend assistance to health au- 
thorities in making a survey of plague in that country, 
it was announced by the Pan American Sanitary Bureau, 
Regional Office of the World Health Organization. 
Commander Amberson is accompanied by Dr. Ernst 
Schwarz, also of the Bureau of Medicine and Surgery. 

A small focus of plague in Venezuela has caused 
sporadic outbreaks of human cases over a period of 
years. This plague reservoir recently became active 
again, and the Ministry of Health requested the technical 
assistance of the Pan American Sanitary Bureau in 
making a thorough study of this problem with a view to 
the elimination of the center of infection. 

The Bureau obtained the collaboration of Commander 
J. M. Amberson of the U. S. Navy. Commander Am- 
berson has had considerable experience on field surveys 
of rodent and flea populations, and will make an epi- 
demiological rodent and insect survey of the infected 
area. The site chosen for the study is the Campamento 
Rafael Rangel, 4,132 feet above sea level, and the study 
unit will spend from six to eight weeks in this endemic 
area of Venezuela. 


ALL-INCLUSIVE CHEST SERVICE 


The care, the study and the teaching of tuberculous 
disease today should be the responsibility of the broadly 
trained medical internist-investigator in close association 
with the highly proficient, experienced chest surgeon as 
part of the larger problem of the better understanding 
and control of all cardiopulmonary diseases involving the 
chest. Such an all-inclusive chest service should be an 
integral part of every large general hospital and medical 
teaching center, in the best interests of patients, physi- 
cians, undergraduate medical students and resident staff. 
This means medical center segregation in the future, 
rather than sanatorium isolation as in the past, with the 
tuberculous patient receiving equal acceptance and com- 
plete attention, including prompt recognition and specific 
treatment of his nontuberculous complications which oft- 
times threaten his existence more seriously than does the 
tuberculosis, itself —CuHartes A. Doan, M.D., Ohio Pub- 
lic Health, May, 1950. 
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Minnesota Academy of Medicine 


Meeting of February 8, 1950 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country Club 
on Wednesday evening, February 8, 1950. Dinner was 
served at 7 o'clock and the meeting was called to order 
at 8:10 p.m. by the President, Dr. William A. Hanson. 

Minutes of the January meeting were read and ap- 
proved. 

The Secretary then read the annual report of the 
Treasurer and this was accepted. 


The Executive Committee reported that it had ap- 
proved the transfer to the Senior List of the names of 
Drs. Benjamin, Ulrich, White and Benedict. 

The Executive Committee also reported that it felt 
the Constitution of the Academy should be studied and 
changes recommended ; Dr. Lepak and others will go over 
this carefully and the recommended changes will be 
voted on at a future meeting. 

The scientific program then followed. 


RECENT ADVANCES IN THE BRONCHOSCOPIC STUDY OF PULMONARY 
DISEASE 


ROBERT E. PRIEST, M.D. 
Minneapolis, Minnesota 


Rapid advances in the surgical management of intra- 
thoracic disease have been made recently. One phase 
of this advance has included refinement of bronchologic 
methods, Accurate and simplified nomenclature to de- 
note various parts of the lung, the use of bronchoscopic 
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of one or more members of the thoracic surgical team. 

This team includes the physician who originally sus- 
pects and diagnoses the pulmonary disease, the thoracic 
surgeon, the radiologist who has special knowledge and 
interest in pulmonary topographic anatomy and _pa- 
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Fig. 1. 
designate bronchi. 


telescopes, and improvement in the collection of speci- 
mens for cytologic and histologic study have been devel- 
oped. Each of these procedures entails the participation 
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University of Minnesota Medical School, and Chief of 
and Throat Service, Minneapolis General Hospital. 
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Bronchoscopic report form using simple descriptive names and numbers to 
(Adapted from Jackson and Huber, Overholt, and from Boyden.) 


thology, the pathologist who is trained in pathologic cy- 
tology as well as histology, the anesthesiologist and the 
Each member of the team must of 
necessity be familiar with much of the knowledge and 
with the thought processes of other members of the 


bronchoscopist. 
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Fig. 2. (Upper left) Normal right bronchogram showing upper, 


— and lower lobe bronchi and their subdivisions outlined by 
ipiodol. 


, Fig. 4. (Lower left) Cyst of right upper lobe showing fluid 
evel. 


team ; the patient is best served when the entire group is 
closely integrated. Several phases of bronchology will 
now be examined more closely. 

The use of accurate simple nomenclature enables the 
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Fig. 3. (Upper right) Normal left bronchogram showing good 
lower lobe filling. Upper lobe demonstration on this particular 
film is not especially good but all lobes can seldom be demon- 
strated on a single film. 


Fig. 5. (Lower right) Cyst of right upper lobe with lipiodol 
outlining bronchi and entering cyst. 


radiologist, bronchoscopist and thoracic surgeon to dis- 
cuss pulmonary conditions with great accuracy. Early 
bronchial anatomic classifications were confusing and 
complex. Boyden!:? and Brock’ have published excellent 
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Fig. 6. (Upper left) Carcinoma of right upper lobe. 


Fig. 8. (Lower left) Postero-anterior chest film showing mot- 
tled density of right middle lobe area. (See figure 9.) 


reviews of the papers on this subject. In 1943 Jackson 
and Huber® outlined a simple descriptive classification. 
In 1945 Boyden’ further simplified this system by adding 
numbers to the names of the main branch bronchi. 
Boyden’s numbering system extends beyond the ten pri- 
mary bronchi; he uses letters and numbers to designate 
arteries and veins in the same way. Overholt and 
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Fig. 7. (Upper right) Same case as Figure 6, lipiodol out- 
lining closed upper lobe bronchus by tumor biopsied broncho- 
scopically. 


Fig. 9. gg a Same as Figure 8 but bronchiectatic 
cavities of right middle lobe are now filled with lipiodol. Left 
lung normal. 


Langer® emphasize the facility with which the surgeon 
can use numbers to designate certain bronchi. 

Numbers are easy to use, and the classification is kept 
from becoming complex by numbering only those 
bronchi seen by the bronchoscopist either by direct vision 
or through the bronchoscopic telescope. A combination 


of the two methods with the diagram of the lung turned 
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Fig. 14. Same case as Figure 13 showing filling defect of 
right lower lobe bronchus (see arrow). 





~<a 


Fig. 16. The right angle bronchoscopic telescope is shown. 
This instrument allows the bronchoscopist to look directly into 
the right and left upper lobe: bronchi and the dorsal apical divi- 
sions of the lower lobes. The bronchi run at right angles from 
the main bronchi and cannot be seen through the bronchoscope 
alone. 





Fig. 15. Same as Figure 14 but “spot” film showing filling 
defect at junction of right lower and middle lobes. 
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Fig. 17. Three angles of vision are possible through the right 
angle, forablique and retrograde tele: copes. 











Fig. 18. Specimen collectors permitting aspiration of material into detachable suc- 
tion tips where the specimens are trapped on cotton. 


ologist unite their efforts. Poor and incomplete broncho- 
grams are often seen. They do not permit accurate un- 
derstanding of the extent and nature of the pulmonary 
disease process under consideration, and like all poor 
radiographs give a false sense of security to the patient. 
Completely adequate topical anesthesia of the bronchial 
mucosa, fluoroscopic visualization during instillation of 
the contrast medium, and the proper use of “spot” and 
conventially made films produce excellent maps of the 
pulmonary airways. (Figs. 2-15). A recent complete 
treatise on radiologic bronchial study is that of Di Rien- 
zo.5 


The use of telescopes for magnified, brilliantly illumin- 
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ated visualization of the bronchial tree has been possible 
recently. Broyles of Johns Hopkins University devel- 
oped telescopes for bronchoscopic use by modifying 
cystoscopic telescopes. The bronchoscopist can now 
make accurate visual examination of bronchi whose 
axes are at right angles and at various obtuse and 
acute angles to the main bronchi. Accurate diagnoses 
can be made by visualizing pathologic processes lying 
entirely outside the range of the ordinary tubular bron- 
choscope (Figs. 16 and 17). 

The collection of specimens for bacteriologic and 
cytologic study has been improved as better aspirating 
devices have come into being. The collector devised by 
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Clerf of Jefferson University Medical School has per- 
mitted selective aspiration of various bronchial lobes 
and segments (Figs. 18 and 19). 

The cytologic study of such aspirated material has 
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Discussion 


Dr. L. R. Bores, Minneapolis: The excellence of this 


presentation makes any discussion rather superfluous. 


Recently, I have been re-reading “The Life of Cheva- 
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Clerf aspirator in which specimen is enngaed in glass tube. Detachable 
Eooed so that they may be intr 


uced into various bronchi for 


aspiration from a particular segment of the lung. 


become an important subspecialty in the field of pa- 
thology. Bronchial washings submitted for study must 
be evaluated on a basis of cytology rather than micro- 
scopic tissue anatomy. The pathologist must be familiar 
with changes in individual cells and does not have the 
opportunity to base his diagnosis on abnormal tissue 
architecture, Foot® says, “The cytologic method has 
proved to be extraordinarily reliable.” He quotes Fre- 
mont-Smith, Graham and Meigs? who said, “A negative 
report does not rule out cancer. Confirmation by biopsy 
is almost obligatory. False positive reports can be very 
embarrassing to the cytologist.” One may remark par- 
enthetically that the embarrassment is not limited to 
the cytologist ! 

When all of the methods discussed here are applied 
to a particular patient having pulmonary disease an ac- 
curate diagnosis and proper therapy are likely to result. 
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ier Jackson.” I recommend it to you as an inspiring 
account of the accomplishments of a great man. Dr. 
Jackson’s contributions are often thought of in terms 
of instruments and technique, but he was more than a 
technician; he knew medicine. Though many have tak- 
en brief courses in endoscopic technique at his clinics 
he has inspired a few to follow in his footsteps. Clerf, 
Tucker, his son C. L. Jackson, and Holinger are his 
well-known pupils. The presentation by Dr. Priest to- 
night puts him in a class with these men. 

I have always contended that it would be logical for 
the internist or surgeon who carries out the treatment 
of chest diseases to do endoscopic examinations. There 
has been a trend this way but it apparently has not 
persisted and a majority of endoscopic work is still in 
the hands of the laryngologist. The probable reason 
for this is that the laryngologist who is doing a lot 
of this work develops a technique and finesse which 
make of it a relatively simple and minor procedure, 
whereas the occasional endoscopist finds that for both 
the patient and himself there are some tribulations. 

The modern resident in otolaryngology acquires a good 
experience in this work. In 1947, one of our residents 
who has now returned to Iceland reported his experi- 
ences at the University Hospital for a two-year period 
in which he had participated in 306 endoscopic proce- 
dures. A recent checkup at the University Hospital 
showed that we are now doing 25 to 30 endoscopic exam- 
inations per month. I have just had a report from our 
service at the U. S. Veterans Hospital which indicates 
that for the year ending February 1, 1950, a total of 
479 endoscopic procedures were done. Approximately 
90 per cent of these procedures are on the tracheobron- 
chial tree. These figures. indicate the increased demand 
for endoscopy and they give you some idea of the op- 
portunity the modern resident in laryngology has to 
acquire skill and judgment. 


Dr. T. J. Kinsextta, Minneapolis: I wish to con- 
gratulate Dr. Priest upon this presentation. It is quite 
typical of him and the type of work that he does. Tho- 
racic surgery requires the co-operative effort of the 
internist, roentgenologist, pathologist, bronchoscopist, 
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anesthetist and thoracic surgeon for its success. Endo- 
scopic examination is very important in arriving at a 
proper diagnosis. Endoscopy requires more than a me- 
chanic if maximum information is ‘to be obtained: from 
the examination and the operator must know a great 
deal about pulmonary disease in order to interpret what 
he sees through the bronchoscope. We do not do our 
own bronchoseopic examinations because Dr. Priest fur- 
nishes us with the precise information we need in order 
to evaluate the patient’s difficulties. Good teamwork 
between the various groups is what makes most of our 
thoracic surgery possible. 


Dr. L. G. Ricter, University of Minnesota: As I 
watched Dr. Priest present this paper, I began to wonder 
whether we had a radiologist or a bronchoscopist giving 
this thesis. As you noted, Dr. Priest used the x-ray 
studies very well in demonstrating the points he wanted 
to make. Because x-ray examination gives such a vivid 
portrayal of the gross pathology it is possible to do 
this particularly in diseases of the chest, and I am sure 
Dr. Priest utilized it to its best advantage. 

I would be interested in knowing if these new types 
of endoscopes have advanced the diagnosis of tumors 
of the bronchi. There is a great variation in the data 
as to the bronchoscopic demonstration of tumors. At 
one time many years ago Graham said he would never 
do a resection of the lung without a positive biopsy 
made through the bronchoscope. He said that they had 
had cases in which they did as many as eighteen bron- 
choscopies until they finally got a positive. Obviously, 
over this period of time it is possible that the tumor 


grew up to the bronchoscope. I recently heard Cheva- 
lier L. Jackson say that they were running about 72 per 
cent positive biopsies in cases of bronchogenic carci- 
noma. Most other bronchoscopists give a figure of 50 
per cent or less. What I would like to know is whether 
there are any data to indicate that the telescopic right 
angle lenses have improved the percentage of positive 
diagnoses possible by bronchoscopy. In eur experience, 
upper lobe carcinomas have been much more frequent 
than the lower lobe ones, and in those cases bronchos- 
copy has not been very useful in making a definitive 
diagnosis. 


Dr. Priest, in closing: I appreciate the nice things 
that have been said. In answer to Dr. Rigler’s question, 
I haven’t any figures to tell you what the rise in per- 
centage of efficiency has been. There are certain parts 
of the lung which can’t be seen without the various 
telescopes. The upper lobe of both the right and left 
lungs are completely out of reach without telescopes 
unless there is deformity in the bronchus. The same 
is true of the apical segments of both lower lobes. You 
have to have a right angle telescope to see them. 


In answer to the second question: there is a telescope 
made with which you can get a biopsy. It only passes 
through an adult bronchoscope so cannot be used on 
children. You can biopsy without the telescope if you 
have clear vision. The place where we could use the 
telescope with forceps is in very small children. You 


‘have to depend on experience and your proprioceptive 


sense when you apply forceps in a small child. 


EXTERNAL FIXATION OF FACIAL FRACTURES 


JEROME HILGER, M.D. 
Saint Paul, Minnesota 


A major facial injury usually results in fracture of 
one or more of the thirteen bones of the facial skeleton. 
Soft tissue laceration is frequently present. The facial 
derangement, however, is not a matter of first impor- 
tance in a fresh injury. It is vital, first, that the airway 
be maintained, and second, that the patient’s blood 
volume be restored. 

A. face-down, head-dependent position minimizes 
aspiration of blood and secretions. If the mandible is 
severely shattered it may be necessary to pull the tongue 
forward by manual or safety pin traction. Oral suction 
is helpful. A tracheotomy for ventilation and aspiration 
should be elected readily rather than denied fear- 
fully—particularly in an unconscious patient lacking ade- 
quate reflexes. 

Bleeding from major vessels provides the only justi- 
fication for immediate meddling with the wound. Clamp 
and tie is then proper but ligatures must be left long 
so they can be replaced during definitive care and de- 
bridement. A _ sterile dressing with modest elastic 
pressure is proper first care in all other instances. Nasal 
bleeding will be no problem if left alone. Edema of 
the nasal mucosa quickly provides an adequate pressure 
hemostasis. Adequate whole blood replacement should 
be provided promptly. 

The interval for transfusion affords an excellent 
period for taking stock of the patient as a whole. Ex- 
tremities, thoracic cage or pelvic frame may be frac- 
tured. A high per cent of jackknifing injuries have 
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compression fracture of vertebrae. Abdominal viscera 
may be ruptured. A_ neurological examination is 
essential. The middle ears should be viewed relative to 
basal skull fracture. 


The facial derangement should properly wait on the 


patient’s general condition. When it justifies reparative 
work, the whole restorative program should be already 
visualized. The reparative surgical procedures should 
be grouped. It is embarrassing to find primary bone 
plating of humerus or femur is indicated when the jaws 
have already been approximated with intermaxillary 
wires, and a general anesthetic is no longer possible with- 
out deranging everything so far accomplished. 


Soft tissue lacerations need not be closed for forty- 
eight hours. Approximation with sterile tape and main- 
tenance of modest elastic pressure is adequate emergency 
care. It is often distinctly advantageous to have an 
open wound for direct access for wire or screw fixations. 
It is sometimes necessary to take down an over eager 
or hurried primary apposition to provide access or allow 
more deliberate apposition under unhurried conditions. 

The primary soft tissue repair is not as vital to an 
excellent result as is the primary skeletal repair. The 
facial skeleton does not lend itself well to late adjust- 
ment or secondary revision. Blood supply is excellent 
and periosteal surfaces plentiful. Bone union is early 
and firm. 


(Continued on Page 728) 
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EXTERNAL FIXATION OF FACIAL FRACTURES 


(Continued from Page 726) 


In the primary reparative procedure reposition of 
displaced parts should be effected or authority over 
irreplaceable parts should be established. This authority 
must be adequate to allow application of traction to 
the part or of support to a part that will not maintain 
itself in reposition. Reposition can then be. effected at 
will in the postoperative period. The appliances by 
which one can command the movement and realignment 
of fragments are legion. The simplest appliance that 
will properly align and fix is the best. Unfortunately 
some fractures are comminuted and complex. The 
screws, pins, and wires commanding individual fragments 
may give the superficial appearance of a Rube Goldberg 
creation. The component parts, however, should always 
represent the simplest mechanical solution to the problem. 

Mandibular or lower third fragments are approximated 
to the maxilla or middle third. When fragments of 
the middle facial third are freely one, they are 
supported to a plaster head cap. 

Traction is used to reposition obstinate displaced 
fragments. It may be by elastics between maxilla and 
mandible, or between any fragment and head cap. Bed 
frame, pully, and hanging weight are occasionally 
necessary to disimpact fragments or correct delayed 
malposition, 

Middle facial third fragments may take weeks and 
lower third fragments months to establish self-supporting 
bone union. 

Application of various external fixation techniques are 
illustrated. 


Discussion 

Dr. C. E. Connor, Saint Paul: The fundamental 
principle underlying the treatment of maxillo-facial 
fractures is that involved in the treatment of all fractures, 
e.g., the best possible repositioning of fragments as soon 
as feasible. Two end results must be kept in mind, the 
cosmetic and the functional. I know of no part of the 
body in which the final cosmetic result is subjected to as 
exact scrutiny as is the face, a factor often disregarded 
by the family in their intense concern over the patient’s 
chances of survival, but a consideration which the 
surgeon must bear in mind from the beginning of treat- 
ment, not just when the patient is wel! on the road to 
recovery and the subsidence of swelling and edema gives 
a preview of the final cosmetic end-result. 

The functional end-result is even more important. In- 
adequate positioning of structures such as the mandible, 
maxilla, nasal bones, septum, zygomatic arch, and orbital 
margin can produce not only non-pleasing cosmetic results 
but also functional disabilities which affect the patient’s 
health. 

Plastic surgeons of wide experience in facial injuries 
have long endeavored to persuade automobile designers 
and builders to make the instrument panel a less lethal 
structure by the removal of protruding knobs, handles 
and sharp edges but have so far met with but little 
success. 


Dr. WaLLAce P. Ritcuie, Saint Paul: I was very 
fortunate to see Dr. Hilger do some of these cases. He 
has mentioned that they are frequently combined opera- 
tions, and in several instances a combined intracranial and 
facial operation was carried out at the same time. One 
of the complications of these cases is a persistent cere- 
brospinal rhinorrhea. As a rule, this will stop if the 
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bones are realigned property, but occasionally it per sists, 
and an intracranial approach with covering of the (ural 
tear is necessary. 


Dr. Hircer, in closing: I have been fortunate in asso- 
ciating with Dr. Ritchie in the combined care of a num- 
ber of the cases having intracranial as well as extra- 
cranial injury. Many of these cases demand combined 
effort. It is frequently possible and distinctly advan- 
tageous to do the intracranial repair at the time of 
the facial repair. In all the cases I was fortunate enough 
to share with him in three years of overseas service 
we had no death from _ postoperative intracranial 
infection. There were no repaired cases which had per- 
sistence of cerebrospinal fluid leak. 

It is purposeful in closing to make special point that 
old thinking on severe injuries with fracture of the 
cribiform plate and cerebrospinal fluid leak needs revi- 
sion in the light of modern antibiotic therapy. It has 
been customary, in the past to put this type of case to 
bed until the cerebrospinal fluid leak ceases and then 
to proceed with the repair of the facial injury. Not 
uncommonly the facial injury in this type of case is 
already past the optimum time for repair by the time 
the cerebrospinal rhinorrhea has ceased. As one can 
appreciate, the thin bony floor of the anterior cranial 
fossa will heal by fibrous union much more promptly 
if the bone fragments are realigned early and placed 
in a near-abutting position. The marked distortion re- 
sulting from trauma oftentimes will leave a wide gap 
between bone fragments. This prolongs the healing 
period and may even result in incomplete healing and 
a persistent cerebrospinal fluid leak. With the use of 
an adequate antibiotic shield and the prior restoration 
of the patient’s blood volume this type of combined in- 
jury should be repaired as promptly as the patient's 
general circumstances will permit. This actually affords 
earlier opportunity for healing of the anterior cranial 


fossa floor and thereby minimizes the opportunity for 
intracranial extension of infection. 
I wish to thank Dr. Connor and Dr. Ritchie for their 
kind discussion, 
The meeting adjourned. 
Wa ttace P. Ritcuie, Secretary. 


THEY DON'T DIE YOUNG NOW 


A remarkable change in the tuberculosis picture in 
Minnesota is evident from a comparison of the 1949 fig- 
ures showing the ages at death from all forms of this 
disease with those of thirty years ago. 

In 1919, the median (mid-point) for deaths attributed 
to tuberculosis was in the age group thirty to thirty-nine 
years. In other words, half the total deaths from this 
disease occurred before thirty-nine years of age. In the 
short period of a single generation, this situation has 
materially altered. Today the median for deaths from 
tuberculosis is in the age group fifty to fifty-nine years. 
Tuberculosis in a young person is still a very serious dis- 
ease. But the number of young people in Minnesota who 
are exposed to tuberculosis has been greatly reduced 
during recent years, with a resulting reduction in num- 
ber of deaths. Last year only forty-three persons under 
thirty years of age died from this disease in our state, 
compared with 180 deaths among persons aged sixty or 
over. The latter number was more than one-third of all 
the deaths from tuberculosis in 1949. 

This change has been brought about by the tremen- 
dous reduction in the incidence of tuberculosis, particu- 
larly among young reople. The reduction in deaths has 
been accomplished by reducing exposures to the disease 
through isolation of infectious cases in sanatoria; by 
finding and treating cases early before they become se- 
rious enough to cause death; and by the improved 
methods of treatment now available—Minnesota Health, 


June, 1950. 
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Vow rbevacalle.... 


Complete, modern facilities of the Glenwood Hills Hospitals; co-ordin- 


ated to give an accurate diagnosis and proper treatment to the neuro- 
psychia ric patient. 


These unique facilities include: 


¢ The outstanding staff of neurologists and psychi- 
atrists in the United States 

¢ The new Electroencephalograph 

e The new Electrocardiograph 

e An ultra-modern labozatory 

¢ A completely equipped x-ray room 

¢ Occupational therapy and Hydrotherapy 

e A new physical education department 


e Nurses specially trained in our own neuropsy- 
chiatric training school 





NOW BEGINNING— 


The Sentember class for the School of Neuro- 
psychiatric Nursing. Prospective candidates 
should apply and register immediately. 


One year course—tuition free 











GLENWOOD HILLS HOSPITALS 


3901 GOLDEN VALLEY ROAD MINNEAPOLIS 22, MINN. 
Offering a High Standard of Facilities for 25 Years 
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DUMA CARROLL ARNOLD 


Dr. D. C. Arnold of Minneapolis died June 12, 1950, 
when he collapsed while walking across the campus of 
the University of Pennsylvania at Philadelphia. 

Dr. Arnold was born January 9, 1892, in North Caro- 
lina. He received his medical degree from the Univer- 
sity of Pennsylvania in 1920 and practiced in Roebling, 
New Jersey, for several years before coming to Minne- 
apolis in 1925. Both Dr. Arnold and his wife, Dr. Ann 
W. Arnold, were obstetricians. They met in medical 
school and were married May 16, 1925. They had at- 
tended the graduation of their daughter Nancy from 
Vassar College shortly before, and were attending a 
reunion at their Alma Mater when he was stricken. 

Dr. Arnold was a member of the Hennepin County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. “He was a 
clinical instructor in obstetrics and gynecology at the 
University of Minnesota. 

Dr. Arnold is survived by his wife; a daughter, Nancy, 
and a son, Thomas B., who is a junior at Dartmouth 
College. 


ERNEST WILLIAM COWERN 

Dr. Ernest W. Cowern, a practitioner at North Saint 
Paul since 1903, passed away at St. John’s Hospital, 
Saint Paul, on June 22, 1950, after a long illness. 

Dr. Cowern was born in Wolverhampton, England, 
March 3, 1871. He obtained his medical degree from 
Dartmouth medical school in 1902, and after practicing 
for a brief time in Massachusetts and New Hampshire 
he came to North Saint Paul. He married Fannie 
Wallace Schofield of Wolfville, Nova Scotia, in 1903. 
She died in 1938. 

Dr. Cowern served as school physician at North Saint 
Paul for a number of years. He was chief of staff at 
St. John’s Hospital, Saint Paul, at one time. He was a 
member of Ramsey County Medical Society, the Minne- 
sota State Medical Association and the American Medical 
Association. During World War I, he was medical 
instructor at Fort Oglethorpe, Georgia. 

In 1946, Dr. Cowern was honored by a party staged 
in the North Saint Paul Masonic Temple. On this occa- 
sion he stated he had brought 1,360 babies into the world. 
Many of those at whose birth he had officiated attended 
the party. 

Dr. Cowern is survived by three daughters: Mrs. Les- 
lie Webster of North Saint Paul, Mrs. Donald Swift of 
Port Washington, New York, and Constance of Seattle. 
Four brothers, among them J. F. Cowern of North Saint 
Paul and three sisters also survive him. 


EVERETT K. GEER 


Dr. Everett Kinne Geer died in his home in Saint Paul 
on May 3, 1950, following a protracted illness, 
Dr. Geer was born in Saint Paul on January 14, 1893, 
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the son of Dr. Ethelbert F. Geer and Helen Hazen Geer, 
After graduating from Central High School, he attended 
the University of Minnesota, where he obtained a B.S, 
degree in 1915 and M.D. degree in 1917. He served his 
internship in the Minneapolis General Hospital in 1916- 
1917 and did postgraduate work in the Trudeau School 
for Tuberculosis at Saranac Lake, New York. 

In the first World War, he did his tour of duty as 
a Lieutenant in the Medical Corps of the U. S. Navy. 

In 1918, Dr. Geer married Olive Barnett Lewis. Mrs. 
Geer as well as a daughter, Mrs. John Donahower, and 
a son, Thomas, survive. His eldest son, Everett K. Geer, 
Jr., was killed in action in World War II. 

Dr. Geer held many important positions in his special 
field of training. He was Chief Physician of the 
Tuberculosis Division at Ancker Hospital in Saint Paul 
from 1922 until his resignation terminated the appoint- 
ment in 1949. In 1932, he was made Medical Director 
of the Children’s Preventorium, Ramsey County, and took 
an active role in the management of this institution. He 
was consultant for Pokegama Sanatorium, Pine County, 
from 1920 to 1943 when the institution closed. The 
University of Minnesota Medical School recognized his 
ability by making him Instructor of Medicine in 1921 
and Assistant Professor in 1934. He was a diplomate 
of the American Board of Internal Medicine and a fel- 
low of the American College of Physicians. 


Dr. Geer was 2 member of the following societies: 
American Heart Association, American Sanatorium As- 
sociation, American Trudeau Society, Central Society for 
Clinical Research, International Union against Tuber- 
culosis, Minnesota Academy of Medicine, Minnesota 
Society of Internal Medicine, Minnesota Pathological 
Society, Minnesota State Medical Association, Minne- 
sota Trudeau Society, National Tuberculosis Association, 
Ramsey County Medical Society, Minnesota Public 
Health Association and the Ramsey County Health Asso- 
ciation. 


A number of these societies added to Dr. Geer’s re- 
sponsibilities by giving him official position. He was a 
council member of the American Trudeau Society from 
1941 to 1943. In addition he served as president of the 
Minnesota Trudeau Society in 1934-35 and of the Ram- 
sey County Public Health Association in 1944. 


The Index Medicus, lists fourteen papers by Dr. Geer 
on problems of chest disease. In 1932, he read a paper 
entitled “Primary Tuberculosis Among Nurses” before 
the National Tuberculosis Association. This was fol- 
lowed by four papers on the same theme and introduced 
his work in the prevention of tuberculosis infection in 
nurses employed in institutions for the care of tuber- 
culous patients. This contribution was outstanding, and 
his technique has been adopted in many sanatoria here 
and abroad. Dr. Geer’s influence outside the United 


(Continued on Page 732) 
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“4 . the diuretic drugs not only promote fluid loss but in many instances also 
effectively relieve dyspnea . . . not only may the load on the heart be decreased 

S: but there may also occur an increase in the organ's ability to carry its load... 

“i With good average response the patient perhaps voids about 2000 cc. of 

= urine daily, but in exceptional instances the amount rises to as high as 8000 cc.”” 

ta “Not only are the diuretics of immense value in cases of left ventricular failure 

“ . » . but where edema is marked, as it is most likely to be in failures occurring 

n, in individuals with chronic nonvalvular disease with or without hypertension 

ic and arrhythmia, their employment is often productive of an excellent response. 

a In [edematous patients with] active rheumatic carditis (rheumatic fever) the 

~ use of these drugs may be life-saving.”” 

a Salyrgan-Theophylline is effective by muscle, vein or mouth. 


salyrgan- 
: THEOPHYLLINE 


. BRAND OF MERSALYL AND THEOPHYLLINE 
TIME TESTED + WELL TOLERATED 


id . AMPULS (Icc. and 2cc.) + AMPINS (Icc.) - TABLETS 
ve < INC. 


New Yor, N.Y. Winosor, ONT. 





1. Beckman, H.: Treatment in General Practice. Philadelphia, Saunders, 5th ed., 1946, 704-705. 
2. Beckman, H.: Treatment in General Practice. Philadelphia, Saunders, 6th ed., 1948, 744. 
Salyrgan, trademark reg. U. S. & Canada—Ampins, reg. trademark of Strong Cobb & Ce., Inc. 
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IN MEMORIAM 


EVERETT KE. GEER 
(Continued from Page 730) 


States is illustrated by a paper in Spanish on prevention 
of tuberculosis infection which appeared in El dia 
Medico (Buenos Aires). He will long be remembered 
by those who pay attention to the prevention of tuber- 
culosis. 


WILLIAM HENTY GOUGH 

Dr. William H. Gough of Granada, Minnesota, died 
December 7, 1949, at the Fairmont County Hospital, 
Fairmont, Minnesota. He was ninety years of age. 

Dr. Gough was born July 24, 1859. He graduated 
from the Ensworth Medical College at St. Joseph, Mis- 
souri, in 1884. He was formerly a member of the Blue 
Earth Valley Medical Society. 


JUSTUS MATTHEWS 

Dr. Justus Matthews, well known specialist in the 
treatment of nose and throat diseases in Minneapolis, 
died May 21, 1950, at St. Mary’s Hospital, Rochester. 

Dr. Matthews was born at Foster, Minnesota, Sep- 
tember 27, 1877. He attended the Ortonville High School. 
At the age of twenty-one, he joined the Minnesota Thir- 
teenth Volunteer Regiment which fought in the Philip- 
pines during the Spanish-American war. 

Starting a civil engineering course at the University 
of Minnesota, he switched to medicine and obtained his 
M.D. degree in 1905. After a year’s internship at Min- 
neapolis General hospital, he joined the Mayo Clinic 
staff where he headed the nose and throat section. 

In 1917, Dr. Matthews came to Minneapolis where he 
practiced his specialty until his death. Besides being a 
member of the Hennepin County Medical Society, the 
Minnesota State Medical Association and the American 
Medical Association, he was a fellow of the American 
College of Surgeons, a member of the American Laryn- 
gological, Rhinological and Otological Society, the Amer- 
ican Academy of Ophthalmology and Otolaryngology, 
the Metropolitan club of New York and the Alpha 
Kappa Kappa medical fraternity. 

Dr. Matthews was a bachelor and lived with his sister, 
Harriet. He was a member of the Minneapolis Club, 
the Minikahda Club, the Woodhill Country Club and the 
Chicago Club. 


JOSEPH G. PARSONS 
Dr. Joseph G. Parsons, formerly an associate at the 
Crookston Clinic, died May 14, 1950, at Hampton Falls, 
New Hampshire. He retired last year and moved to 
Hampton Falls. 
Dr. Parsons was born at Pawlet, Vermont, January 


24, 1877, and attended Bowdoin College before studying - 


medicine at the University of Minnesota, where he 
received his M.D. in 1898. He practiced at Sioux Falls, 
South Dakota, for sixteen years, at Brookings, South 
Dakota, for nine years, and at Lewiston, Montana, for 
six years before coming to Crookston in 1930. 

Dr. Parsons was a member of the American Academy 
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of Ophthalmology and Otolaryngology, a fellow o/ the 
American Association for the Advancement of Science 
and a member of the Red River Valley Medical Society, 
the Minnesota State Medical Association and the Ameri- 
can Medical Association. 

Dr. Parsons is survived by his wife, a son, Seth, and 
a daughter, Mrs. V. A. Turner of Virginia. 


JOHN J. RATCLIFFE 

Dr. John J. Ratcliffe, for more than forty years a 
practitioner at Aitkin, Minnesota, died May 29, 1950, 
at the Northern Pacific Hospital in Saint Paul. He was 
seventy-eight years of age. 

Dr. Ratcliffe was born April 18, 1872, at Waukon, 
Iowa. He obtained his medical degree from Rush Medi- 
cal College in 1897. He was health officer in Aitkin 
County for many years and was a member of the Upper 
Mississippi Medical Society, the Minnesota State Medi- 
cal Association and the American Medical Association. 

Dr. Ratcliffe is survived by his wife, one son and 
three daughters. 


SAMUEL SCHAEFER 


Dr. Samuel Schaefer of Winona, Minnesota, died May 
30, 1950, following a brief illness. 


Dr. Schaefer was born at Wykoff, Minnesota, Decem- 
ber 23, 1880. After taking a year of premedical work 
at the University of North Dakota, he studied medi- 
cine at the University of Michigan, graduating in 1904. 
Editor-in-chief of the medical school’s yearbook, the 
young medical student won a place for himself in Phi 
Alpha Gamma, an honorary medical society. He interned 
in the hospital now known as Bellevue in New York 
City and moved to Winona in 1905, 

He joined the Army at the time of the Mexican 
border trouble and was a captain in the medical corps 
in 1916 when his marriage to Ann Ahern of Winona 
took place at Fort Snelling. He accompanied the 13lst 
Infantry as major in going overseas. 

In 1923 Dr. Schaefer was elected alderman-at-large, 
an office he held for twelve years. In 1927, he was 
named president of the board of aldermen, an office he 
held for eight years. During this period, many public 
improvements were carried out. 

Dr. Schaefer was a member of the Winona County 
Medical Society, the Minnesota State Medical Association 
and the American Medical Association. From 1936 to 
1938 he was president of the staff of the Winona Gen- 
eral Hospital. 


Dr. Schaefer is survived by his wife; one son, Samuel 
Schaefer, Jr., a graduate student at the University of 
Michigan; three daughters, Dr. Jane Schaefer, an ob- 
stetrician in San Francisco, Mrs. Grayson Bryan of 
Santa Monica, California, and Sally Ann, at home. 


JOHN P. SCHNEIDER 
Dr. John P. Schneider, well-known internist of Min- 
neapolis, died June 15, 1950, at the age of seventy-one. 
Dr. Schneider was born in Lewiston, Minnesota, April 
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IN MEMORIAM 


Why Should You Own Municipal Bonds? 


BECAUSE — Your money is invested in a class of security that has been proved to be second 
only to U. S. Government bonds in certainty of payment. 





out loss of principal. 


federal income taxes. 


day market fluctuations.” 


x * 


Here is a typical example of a municipal bond that 
we are currently offering to individual investors: 


The Hennepin County Independent Consolidated School Dis- 
trict No. 11, Minnesota, recently issued bonds for the con- 
struction of a new high school building because of the heavy 
influx of people into this suburban area. This is a recently 
consolidated District in Western Hennepin County that covers 
approximately forty square miles (over 25,000 acres) with an 
estimated population of 6,000. The area includes Crystal Bay, 
Long Lake, Maple Plain and much fine dairy and agricultural 
land as well as some Lake Minnetonka shore line. 


The bonds are in denominations of $1,000 each and are se- 


cured by taxes levied upon all the taxable real estate and 
personal property within the District. As you probably realize, 


TELEPHONES 
St. Poul: Cedar 8407, 8408, 3841 
Minneapolis: Nestor 6886 





It has been authoritatively reported that less than 2% of all municipal issues 
defaulted during the depression and nearly all of the 2% were cleared up with- 


BECAUSE — Your money earns in income that is not subject to current federal income taxes 
—you are not adding to your tax burden from your investment income. 


Income from state and municipal bonds has never been subject to the levy of 


BECAUSE— Your money is securely invested and you need not be concerned with “Day-to- 


Municipal bond investors buy bonds for interest income to maturity without 
market worries in the meantime. 


A complete descriptive circular describing 
these bonds will be sent you on request. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


x * 


such taxes are a claim against the property even ahead of any 
mortgage. The actual value of the property is difficult to de- 
termine since, though the bulk of the population is situated 
in high-value residential areas (lake shore property is valued 
at $100 per foot in some cases) practically 90% of ‘the area is 
rich agricultural land used for dairying, truck and fruit farm- 
ing. The total debt, however, represents an average of only 
$34.60 per acre. 


We own and are offering, subject to prior sale, bonds of this 
District returning as much as 2.35% per annum, depending 
upon the maturity purchased. When you are considering this 
investment remember that, to an individual in the $10,000 
taxable income bracket, a tax-exempt 2.35% income is equiva- 
lent to more than 3.50% income subject to federal income 
taxes. In addition this 2.35% is exempt from present Min- 
nesota State Income Taxes when received by an individual. 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 








21, 1879. He attended the Winona Normal School and 
the University of Minnesota where he received his medi- 
cal degree in 1906. Following his internship in Minne- 
apolis General Hospital, he practiced in Green Isle, Min- 
nesota, for seven years. He then took postgraduate work 
in Vienna and Berlin before establishing himself in 
Minneapolis. He was one of the co-founders of the 
Nicollet Clinic in 1920 and was an Assistant Clinical 
Professor of Medicine at the University of Minnesota. 

Dr. Schneider was a member of the Hennepin County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association, the Minne- 
Sota Society of Internal Medicine, the Minnesota Acad- 
emy of Science, the Interurban Clinical Society, Sigma 
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Xi, Nu Sigma Nu and the Minneapolis Athletic Club. 

Dr. Schneider is survived by his wife, five daughters, 
Mrs. Francis Reese, Milwaukee, Wisconsin; Mrs. Jerome 
Speltz, Winona, Minnesota; Mrs. Alfred Speltz, Mrs. 
Alphonse Walch and Barbara, all of Minneapolis; and 
three sons, Dr. John of Philadelphia; Dr. Robert of New 
York, and Paul of Iowa City. He retired from active 
practice in 1929, 


The most important factor in the development of the 
infant mortality rate is the standard of nutrition of the 
people and the most important factor in the tuberculosis 
rate is the standard of overcrowding.—S. Lerr, Med. 
Officer, Feb. 4, 1950—Quoted in Am. J, Pub. Health, 
April, 1950. 
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* Reports and Announcements +¢ 





FOURTH PAN-AMERICAN CONGRESS 
ON OPHTHALMOLOGY 

Plans are now under way for the Fourth Pan-Ameri- 
can Congress on Ophthalmology to meet in Mexico City 
from January 6 to 12, 1952. Dr. Luis Sanchez Bulnes, 
Gomez Farias 19, Mexico 4, D.F., is Secretary General. 


INTERNATIONAL COLLEGE OF SURGEONS 


The International College of Surgeons, United States 
Chapter, will hold its fifteenth annual assembly and 
convocation in Cleveland, Ohio, October 31, November 
2d 

The program will include scientific sessions on sub- 
jects in the fields of general surgery; eye, ear, nose 
and throat surgery; gynecology and obstetrics; urology ; 
and orthopedic, thoracic, plastic and neurological surgery. 
In addition, an extensive technical and scientific exhibit 
will be presented. Special entertainment for the doctors’ 
ladies has been planned. 

All doctors of medicine interested in surgery and its 
advancement are invited to attend, and can obtain a 
program upon request to Arnold S. Jackson, M.D., Sec- 
retary, Jackson Clinic, Madison 5, Wisconsin. For hotel 
reservations, contact Committee on Hotels, International 
College of Surgeons, U. S. Chapter, 511 Terminal Bldg., 
Cleveland 13, Ohio. 


AMERICAN COLLEGE OF PHYSICIANS 

On November 18, the American College of Physicians 
North Central Regional Meeting will be held in Madi- 
son, Wisconsin. Registration. will begin at 8:00 a.m., 
and the meeting will consist of a series of scientific 
papers presented throughout the day. A scientific ex- 
hibit of wide general interest is planned in connection 
with the meeting. 

This gathering will be held in the Wisconsin Union 
Theater on the campus of the University of Wisconsin. 
A luncheon will be served in the Wisconsin Union at 
noon for all registrants wishing to participate. 

This postgraduate instructional session is open to all 
interested Physicians, whether or not they are members 
of the American College of Physicians. Members of 
the College are urged to bring along their colleagues as 
guests. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 

The seventh annual meeting of the American Medical 
Writers’ Association will be held at the Elks Club, 
Springfield, Illinois, Wednesday, September 27, during 
the fifteenth annual meeting of the Mississippi Valley 
Medical Society. In the afternoon there will be papers 
by Frank G. Dickinson, Ph.D., Director of the Bureau 
of Medical Economic Research, American Medical Asso- 
ciation and Theodore R. Van Dellen, M.D., Health 
Editor, Chicago Tribune, with appropriate discussions. 
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In the evening Walter C. Alvarez, M.D., Professor of 
Medicine, Mayo Foundation, Rochester, Minn., and 
editor of the new publication, General Practice, will take 
over, to be followed by a stag entertainment conducted 
by the Sagamon County Medical Society. 

A program may be secured from the Secretary, Har- 
old Swanberg, M.D., 209-224 W.C.U. Bldg., Quincy, 
Illinois. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The fifteenth annual meeting of the Mississippi Valley 
Medical Society will be held at the Elks Club, Spring- 
field, Illinois, September 27, 28, 29 under the presidency 
of Dr. N. G. Alcock of Iowa City, Iowa, immediate past- 
president of the Iowa State Medical Society. Over 
thirty clinical teachers from the leading medical schools 
will conduct this great postgraduate assembly whose 
entire program is planned to appeal to general practi- 
tioners. There will be over fifty scientific and technical 
exhibits. No registration fee will be charged and every 
ethical physician is cordially invited and urged to attend. 
The entire program and all exhibits will be held in the 
newly remodeled, air-conditioned Elks Club of Spring- 
field. Program may be obtained from Harold Swanberg, 
M.D., Secretary, 209-224 W.C.U. Blidg., Quincy, Illinois. 


COURSE IN NEUROLOGIC ROENTGENOLOGY 

The University of Minnesota announces a continuation 
course in neurologic roentgenology to be presented at 
the Center for Continuation Study October 30 to Novem- 
ber 4. Distinguished visiting physicians who will par- 
ticipate as faculty members of the course include Drs. 
Arthur E. Childe, Winnipeg; Philip J. Hodes, Philadel- 
phia; Dabney Kerr, Iowa City; and Knut Lindblom, 
Stockholm, Sweden. Clinical and full-time members 
of the staff of the University of Minnesota and Mayo 
Foundation will complete the faculty for the course. 

Presentations on the anatomy and pathology of the 
central nervous system will be given early in the course. 
Emphasis will be placed throughout on different tech- 
niques available for the roentgen examination of the 
central nervous system. Correlation of clinical and roent- 
genologic findings will be emphasized. 


SCOTT-CARVER COUNTY SOCIETY 

Election of officers highlighted the meeting of the 
Scott-Carver County Medical Society in New Prague 
on June 7. 

Dr. E. H. Simons, Chaska, was elected president; Dr. 
Richard F. Kline, Montgomery, vice president, and Dr. 
E. Roger Rynda, New Prague, secretary-treasurer. 

Dr. H. Nilson, Mankato, discussed the educational 
campaign being carried on to point out the dangers of 
socialized medicine. 


(Continued on Page 736) 


MINNESOTA MEDICINE 








A HOMELIKE 
HAVEN WHERE 
ALCOHOLICS 
ACHIEVE 
INSPIRATION FOR 
RECOVERY 


200 acres on the shores 
of beautiful Lake Chisa- 
go where gracious living, 
homelike atmosphere and 
understanding compan- 
ionship contribute to suc- 
cessful rehabilitation. 


HAZELDEN FOUNDATION 


The constructive thinking of a group of Twin Cities men seeking a new approach to the 


problem of alcoholism resulted in the organization of the Hazelden Foundation. Some of 
the founders are themselves men who have recovered from alcoholism through the proved 


program of Alcoholics Anonymous. Their true understanding of the problem has resulted 
in the treatment procedures used at the Hazelden Foundation. 





BOARD OF TRUSTEES 


Mr. T. D. Maier, Mr. Robert M: McGarvey, Mr. A. G. Stasel, Dr. Gordon R. Kamman 
Vice President, President and Treasurer Supt., Eitel Hospital, 1044 Lowry Med. Arts 
First Natl. Bank McGarvey Coffee Co. Minneapolis 3, Minn. Bidg., St. Paul 2, Minn, 
St. Paul, Minn. Minneapolis 1, Minn. 


Mr. L. M. Butler, Mr. John J. Kerwin, Mr. Bernard H. Ridder, M. R. C. Lilly 

Owner Star Prairie Manager, Mid-Continent Pres., N.W. Pub., Inc., Chairman of the Board, 
Trout Farm Petroleum Corp., Dispatch Building, First National Bank, 

St. Paul, Minn, St. Paul 4, Minn, St. Paul 1, Minn. St. Paul 1, Minn. 


Direct inquiries, and request for illustrated brochure tv 


Mr. A. A. Heckman, Mr. L. B. Carroll, 
Gen. Sec., Family Serv., V. Pres. & Genl. Mer. 
Wilder Building, Hazelden Foundation, 
St. Paul 2, Minn. Center City, Minn. 











It should be understood that Hazelden Foundation is not officially sponsored by Alcoholics Anonymous 
just as Alcoholics Anonymous sponsors no other organization regardless of merit. 


The Hazelden Foundation is a nonprofit organization. All inquiries are kept confidential. 


onal 


sof HAZELDEN FOUNDATION 


Lake Chisago, Center City, Minn. Telephone 83 
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NORTHERN MINNESOTA MEDICAL ASSOCIATION 

The annual meeting of the Northern Minnesota Med- 
ical Association will be held at Bemidji on Friday and 
Saturday, September 8 and 9. The program for the 
meeting is as follows: 


Friday, September 8 

“Some Aspects of Abdominal Pain in Children”—Dr. 
Allan J. Hill, Minneapolis. 

“New Developments in Antibiotics’—Dr. Wendell H. 
Hall, Minneapolis. 

“The Significance of the Intestinal Polypoid Lesion” 
—Dr. Harry M. Weber, Rochester. 

“The Surgical Management of Common Pulmonary 
Problems”—Dr. Nathan K. Jensen, Minneapolis. 

“Fracture Clinic’—Dr. Daniel J. Moos, Dr. Maynard 
C. Nelson and Dr. Earl C. Henrikson, Minneapolis. 

Banquet, 7:00 p.m. Speaker: 
sentative, 50th District. 


Roy E. Dunn, Repre- 


Saturday, September 9 

“Clinico-Roentgen-Pathological Conference”—Dr., E. L. 
Tuohy, Dr. H. G. Moehring and associates. 

Officers of the association, who will be in charge at 
the meeting, are Dr. W. J. Deweese, Bemidji, president ; 
Dr. George Sather, Fosston, vice president, Dr. C, L. 
Oppegaard, Crookston, secretary-treasurer. 





Woman’s Auxiliary 








A MESSAGE FROM THE NEW PRESIDENT 


The annual session held in Duluth, June 12 to 15, was 
not only very successful from the standpoint of Auxiliary 
work, but it was one of the most beautifully planned 
and conducted conventions it has been my good fortune 
to attend. The past State Auxiliary president and her 
convention chairman, together with their committee mem- 
bers are to be congratulated. 

It is the plan of the new administration that Auxiliary 
work shall be carried on, as always, to promote in 
every way all plans supporting and furthering the na- 
tional Auxiliary program. I know that all county presi- 
dents will carry back to their groups good reports of 
the meetings and to every county member I make a plea 
for help and sympathetic understanding, Again a group 
of outstanding and capable women are serving as Board 
members, but unless each county member and our mem- 
bers at large are sincerely interested and active, we 
cannot hope for a successful year. Board members can 
plan and advise, but it is to the individual member we 
must look for promotion of Auxiliary work. 

Public relations is of first importance. The war 
against government controlled medicine and insurance 
must go on. More and more of our fellow citizens 








The Birches Sanitarium, Ine. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


A hospital for the care and treatment of 


Nervous and Mental disorders. 
ful environment. 
Recreational and occupational theropy. 


Attending Psychiatrists 


Dr. L. R. Gowan 
Dr. J. E. Haavik 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 


Dr. C. M. Jessico 
Dr. L. E. Schneider 











REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 


PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 6-0211 











must be told the truth and understand the danger to 
our American way of life which a small group is trying 
to force upon us. 


We are happy that plans for two Health Days, to 
take place soon, are well under way. The programs 
which have already been given have been very success- 
ful and have been very well received. Health Days can 
mean so much in promoting understanding among our 
fellow citizens in all walks of life and certainly they 
are of unlimited educational value. We do hope that 
several more counties will promote Health Day pro- 
grams during the year. 


Vacation time is here, but may I ask each county Zz . LS I, 
president to keep on the alert, ascertaining the needs rofessiona upp Les 
of her group and, too, the needs of her own community, 
as far as educational campaigns are concerned. If you d 
have articles of interest, please send them to the Chair- an 
man of Minnesota MepicinE, Mrs. Benjamin Souster, 
1333 Bohland Place, Saint Paul 5, Minnesota. I do not = . 
refer to personal items, but to those which might be ervice 
of help in-planning programs for county work starting 
in the fall. Let us give unselfishly of our time and 
our effort to make this year one of which we can be 
proud and one which will be gratifying to the Min- 


nesota State Medical Association. BROWN & DAY INC 
? e 


President, Woman’s Auxiliary St. Paul 1, Minnesota 








Mrs. CHARLES W. WaAAs. 
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+ Of General Interest + 





A voluntary committee composed of fellows who 
have served under Dr. George E. Fahr have estab- 
lished a George E. Fahr Lectureship in Cardiology 
at the University of Minnesota Medical School. Dr. 
Fahr retired from his position as full-time super- 
visor of the University medical service at Minneapolis 
General Hospital on June 15, 1950, after some twenty- 
eight years of service in that capacity. A dinner was 
held in honor of Dr. and Mrs. Fahr at the Campus 
Club in the Coffman Memorial Union at which the 
lectureship, which has already reached $8,000, was 
presented to the Medical School. It is the purpose 
of the committee in charge of raising funds, of which 
Dr. Arthur Kerkoff is chairman, to raise a consider- 
ably larger fund to provide a suitable income for the 
purposes of a lectureship. Contributions made pay- 
able to the George E. Fahr Lectureship or to the 
Minnesota Medical Foundation, earmarked for the 
lectureship, may be sent to Dr. George N. Aagaard, 
secretary-treasurer of the Foundation, 3411 Powell 
Hall, University of Minnesota, Minneapolis 14, Minne- 
sota. 

x ok * 

Dr. Paul J. Bilka has opened offices at 500 Physi- 
cians and Surgeons Building, Minneapolis, for the 
practice of rheumatology. Dr. Bilka was graduated 
from Columbia University Medical School and served 
an internship and assistant residency at the Hartford 
Hospital, Connecticut. He was discharged from the 
Army as a captain in January, 1947. He recently 
completed a fellowship at the Mayo Clinic. 

* * * 

Open house was held on June 11 at the offices of 
Dr. I. W. Steiner and Dr. W. O. Finkelnburg, Wi- 
nona, to announce completion of remodeling and re- 
furnishing the offices. The redecorating work includ- 
ed increasing the number of rooms, installing new 
lighting and new furniture. 

* * * 

Dr. Vincent T. M. Ryding, Howard Lake, closed 
his offices late in June and left on June 27 for Dallas, 
Texas, to become affiliated with the Methodist Hos- 
pital of that city. He was scheduled to be replaced 
at Howard Lake on July 1 by Dr. William Thomas 
of Minneapolis, who had purchased Dr. Ryding’s 
equipment. 

* * x 

After being asociated with the Bratrud Clinic in 
Thief River Falls since January, 19/7, Dr. Alfred S. 
Nelson left on June 8 for Baltimore, Maryland, 
where he had accepted an appointment as resident 
in internal medicine at Union Memorial Hospital. 

* ck * 


It was announced on June 8 that Dr. Donald Buch- 
er, of Sioux Falls, South Dakota, planned to begin 
practice in Starbuck about July 15. 
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Dr. J. J. Coll, Duluth, was elected president of the 
Minnesota Society for the Study of Diseases of the 
Heart and Circulation at a meeting in Minneapolis 
on June 3 and 4. 

* * * 


Dr. Bernard S. Nauth, a member of the staff of the 
Winona Clinic for the last five years, announced on 
June 10 that he had resigned to enter private prac- 
tice in Bemidji. He said that he planned to leave 
for Bemidji sometime before July 15. Dr. Nauth 
entered the Winona Clinic as a staff member in 
1942, practiced for several months before joining the 
Army, then returned to Winona after his discharge 


from service. 
a a a 


Miss Olive V. Seibert, Minneapolis, director of 
medical publications at the Bruce Publishing Com- 
pany, Saint Paul, and well known to the medical pro- 
fession throughout the state, was elected president 
of the Quota Club International at its annual con- 
vention at Mackinac Island, Michigan, in June. 

Quota Club International has 226 chapters in the 
United States, Canada, Australia and Mexico, and an 
active membership of over 7,000. Members are se- 
lected from women executives of a community, one 
from each business or professional activity. Quota 
is organized to advance the interests of women, culti- 
vate friendship and serve country and community. 
Miss Seibert served Quota International as lieuten- 
ant governor, district governor, director, third vice 
president and first vice president before being elected 


president, 
* * * 


Dr. Julian F. DuBois, Sauk Centre, secretary of 
the Minnesota State Board of Medical Examiners, 
was elected a member of the National Board of 
Medical Examiners at its recent annual meeting. 
This is the first time a member of our state board 
has been honored with a membership in the national 


board. 
* * * 


The Colvin Memorial Surgical Fund, to carry on 
a research and teaching program at Ancker Hospital, 
Saint Paul, has been established in memory of Dr. 
Alexander R. Colvin, who died on March 22, 1948. 
Dr. Colvin was associated with Ancker Hospital for 
over fifty years and was chief of the surgical serv- 
ices at the hospital for more than thirty years. 

Dr. Wallace P. Ritchie is director of the fund, and 
members of the advisory committee include Dr. E. 
M. Jones, chairman, Dr. Thomas E. Broadie, Dr. 
Ivan D. Baronofsky and Dr. Logan Leven. Contri- 
butions to the fund have so far been made by doc- 
tors who practice at Ancker but will be accepted 
from any who are interested in the welfare and 


(Continued on Page 740) 
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REG. U. S. PAT. OFFICE 


Two words: Success 
Failure 


. Both have: Seven letters 
“U” appears once in each word 





BUT: Only Success is full of 
, $'s and c's 


Our exclusive “Success-o-graph” will show you 


‘ HOW TO REMAIN HEALTHY FINANCIALLY! 





' | | W.L. ROBISON 


Agency 





1 318 Bradley Bldg. Duluth, Minn. 
; Melrose 859 
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OF GENERAL INTEREST 


More Than 


70,000 
DOCTORS 


. . . for the removal of 
skin growths, tonsil 
tags, cysts, small tu- 
mors, superfluous hair, 
and for other technics 
by electrodesiccation, 
fulguration, bi-active 
coagulation. 


Now, completely re- 
designed the new 
HYFRECATOR 
provides more power 
and smoother control 
... affording better cos- 


' metic results and great- 


er patient satisfaction. 
Doctors who have used 
this new unit say it pro- 
vides for numerous new 
technics and is easier, 
quicker to use. 


$45 compLete 


Write“ Hyfrecator Folder” 
on your prescription blank 
or clip your letterhead to 
this advertisement. Re- 
print of Hyfrecator tech- 
nics mailed free on request. 


THE BIRTCHER CORPORATION 


5087 Huntington Drive 


Los Angeles 32, Calif 


HYFRECATOR DEALERS 


C. F. ANDERSON CoO., INC. 
Minneapolis 


PHYSICIANS & HOSPITALS SUPPLY CO., INC. 
Minneapolis 


BROWN & DAY, INC. 
St. Paul 
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progress of medical teaching and research at the 
hospital. Contributions, which are tax deductible, 
should be made payable to the Colvin Memorial 
Surgical Fund and sent to Dr. Thomas E. Broadie, 
Superintendent, Ancker Hospital, Saint Paul. 


* * * 


Dr. R. H. Wilson has been named by the Winona 
city council to fill the unexpired term of the late Dr. 
Samuel Schafer as city health officer. Dr. Wilson's 
term expires in April, 1952. 


* * * 


Dr. Martin O. Nesheim, Emmons, was among up- 
per Midwest physicians who attended a continuation 
course in proctology at the University of Minnesota 
May 22 through 27. 

* * * 


A farewell reception was given by employes of 
the Willmar State Hospital on June 21 in honor of 
Dr. and Mrs. Stanley B. Lindley and family. About 
200 persons gathered to say farewell to Dr. Lindley, 
who has been superintendent of the Willmar State 
Hospital for the past six and one-half years. Dr. 
Lindley planned to leave the following week to be- 
come a chief physician at the Veterans Hospital in 
Knoxville, Iowa. At his new post he expects to de- 
vote most of his time to research and clinical work in 
psychiatry. 

x * * 


Dr. John Adams, who for the past ten years has 
been with the pediatrics department of the Univer- 
sity of Minnesota Medical School, will spend six 
weeks in Europe visiting various medical centers 
before taking up his duties as director of the pe- 
diatrics department at the University of California 
Medical School in Los Angeles. Dr. Adams will 
read a paper on virus pneumonia at the sixth Interna- 
tional Pediatrics congress o be held at Zurich, Switz- 
erland in July. Mrs. Adams, who is also a pediatri- 
cian, will accompany Dr. Adams. 


* * * 


As part of the program being developed by Dr. 
Ralph Rossen, state mental health commissioner, his 
staff will be augmented by Dr. Frances Barnes, be- 
ginning July 1, who will direct pediatric care in state 
institutions caring for children. In addition, Dr. 
R. H. Engel, who has recently come to this country 
from Germany and who has specialized in convulsive 
disorders of children, has been named clinical pe- 
diatrics director at the Cambridge State School and 
Hospital, and Dr. H. H. Brul has been placed in 
charge of the pediatrics service at the Minnesota 
School and Colony at Faribault. The two state insti- 
tutions have already been allied with the University 
Medical School, receiving part-time services from 
four senior staff members and four residents of the 
University Hospital. 

* * * 
(Continued on Page 742) 
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We have been appointed agents in this territory 


for the well-known Kila line of 
SWEDISH STAINLESS STEEL 


Surgical Instruments 


We invite your interest 


C. F. ANDERSON CO.., Inc. 


Surgical and Hospital Equipment 
901 MARQUETTE AVENUE MINNEAPOLIS 2, MINNESOTA 











Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES AT YOUR CONVENIENCE, 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting July 24, August 21, eo-—# 25. DOCTOR a 
Surgical technic, Surgical Anatomy and Clinical Sur- o = 
gery, four weeks, starting July 10, August 7, Sep- 
tember 11. . — “— 
Personal ne A. General Surgery, two weeks, you are cordially invited to visit our new 
starting September 25. ; - 
Surgery of Colon and Rectum, one week, starting and modern prescription pharmacy located on 
September 11. ; the street floor of the Foshay Tower, 100 South 
Esophageal Surgery, one week, starting October 16. Ni S 
Breast and Thyroid Surgery, one week, starting Oc- inth Street. 
tober 2. 
Thoracic Surgery, one week, starting October 9. With our expanded facilities we will 
Gallbladder Surgery, ten hours, starting October 23. es P 4 be able 
———— and Traumatic Surgery, two weeks, starting to increase and extend the service we have 
ctober 9. * oe ° 
Basic Principtes in General Surgery, two weeks, start- — pein to perform for the medical pro- 
ing September 11. 5. ession over the past years. 
GYNECOLOGY—Intensive Course, two weeks, starting past years 
September 25. ‘ 
Vaginal Approach to Pelvic Surgery, one week, 
startin eptember 18. s 
OBSTETRICS—Intensive Course, two weeks, starting 


September 11. Exclusive Prescri 
MEDICINE—Intensive General Course, two weeks, sc ption Pharmacy 
starting October 2 
Gastro-enterology, two weeks, starting October 16. 
Gastroscopy, two weeks, starting July 17, September 25. 
DERMATOLOGY—Formal Course, two weeks, starting 


Gessher 26. Biologicals Pharmaceuticals Dressings 

Informal Clinical Course every two weeks. ‘ rum ° 

eee Course, two weeks, starting Surgical Inst ents Rubber Sundries 
eptember 25. 


Cystoscopy, Ten Day Practical Course, every two 
weeks. 


General, ee, ye ged ay AF eae of JOSEPH E. DAHL co. 
TEACHING FACULTY—ATTENDING (Two Locations) 


1 i i ° 
STAFF OF COOK COUNTY HOSPITAL 00 South Ninth Street, LaSalle Medical Bldg 


ATlantic 5445 Minneapolis 
Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 
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ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 








$5.000.00 accidental death 
$25.00 weekly indemnity, accident 
and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, accident 
and sickness 
$15,000.00 accidental death 
$75.00 weekly indemnity, accident 
and sickness 
$20,000.00 accidental death $32.00 
$100.00 weekly indomnts , accident Quarterly 
sickness 
Cost has ser pee amounts shown. 
alse FESS ITAL POLICIES FOR MEMBERS 
ES AND CHILDREN AT SMALL 
ADDITIONAL COST 


Quarterly 
Quarterly 


Quarterly 


——- 


85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
48 years under the same management 

400 First National Bank Bidg., Omaha 2, Nebr. 
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Dr. Orien B. Patch, Duluth, has opened new offices 
in the Providence Building, 332 West Superior Street, 
Duluth. Dr. Patch restricts his practice to otolaryn- 
gology. 

ok Ok * 

Dr. Joseph L. Garten, Minneapolis, has moved his 
offices to 308 Doctors Building, where he is conduct- 
ing his practice of ophthalmology and_ otolaryngol- 
ogy. He was formerly located in the Medical Arts 


| Building. 


* * * 


Announcement was made on June 24 that Dr. Wil- 
liam A. Black, New Ulm, had been certified by the 


American Board of Surgery. 


* * * 


Three papers on cortisone were presented by Mayo 
Clinic staff members at the recent meeting of the 
AMA in San Francisco. Dr. A. R. Barnes presented 
m. ¥. 
H. F. Polley and Philip S. 
Hench presented two other papers on 
the status of cortisone and related compounds in 
general medicine and in rheumatic diseases. 

a * a 

The marriage of Dr. Edward A. Pasek, Carlton, to 
Miss Marjorie Jeanne Gradine, formerly of Superior, 
Wisconsin, took place at Cloquet on May 27. 

* * * 

Dr. James H. Walston left Clarkfield about June 
14 for Grattinger, Iowa, where he planned to estab- 
lish a private practice. Dr. Walston practiced in 


Clarkfield for one year. 


ee ¢ 

Dr. Gordon Erskine and Dr. C. R. Ferrell, Grand 
Rapids, have moved into their newly completed office 
building. The one-story modern structure contains 
three suites of offices, including a dental suite. 

* ¢ « 

Two former Rochester physicians, Dr. Albert M. 
Harry A. Wilmer, have become as- 
sociates in the Palo Alto Clinic at Palo Alto, Cali- 
fornia. Dr. Snell, a former Mayo Foundation profes- 
sor of Medicine, is an associate in the clinic’s depart- 
ment of internal medicine. Dr. Wilmer, a former 
Mayo Foundation fellow, is an associate in the de- 
partment of neurology and psychiatry. 

e 6 @ 

Dr. Wallace H. Cole, Saint Paul, director of the 
division of orthopedic surgery at University of Min- 
nesota Medical School, has accepted appointment to 


| the newly created position of chief of orthopedic serv- 


ice at Elizabeth Kenny Institute for polio patients, 


| in Minneapolis. 


The appointment, effective immediately, was an- 
nounced by Dr. E. J. Huenekens, chief of staff at 


| Kenny Institute and national medical director of the 
| Sister Elizabeth Kenny Foundation, which maintains 


headquarters offices in Minneapolis. Dr. Huenekens 


| is also clinical professor of pediatrics at the Univer- 


sity of Minnesota. 
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OF GENERAL INTEREST 


FOR INFANT FEEDING 
IN HOT WEATHER 


Hot summer months need bring no infant 
feeding problems. Lactogen fed babies 
keep happy, healthy. When refrigeration 
is not available feedings may be prepared 
as needed. 





LACTOGEN® + WATER = FORMULA 
1 level 2 fi. ozs. 2 fl. ozs. 


tablespoon (20 Cals. per 
(40 Cals.) fl. oz.) 








ADVERTISED TO THE MEDICAL PROFESSION ONLY 


Dr. Cole, who for more than a year has been a 
consulting orthopedist at Kenny Institute, was 
among the medical men who originally observed the 
work of Sister Kenny when she first came to Min- 
neapolis and Saint Paul in 1940. 

* ¢ @ 

Dr. R. F. Hedin, of the Interstate Clinic in Red 
Wing, was a speaker at a meeting of the St. Croix 
and Pierce Counties Medical Society in Ellsworth 
on June 13. He spoke on “Hand Infections.” 

* * x 

Eighty physicians who interned at St. Mary’s 
Hospital, Duluth, between 1901 and 1950 held a re- 
union breakfast in Duluth on June 13. Dr. R. P. 
Buckley, hospital chief-of-staff, presided at the gath- 
ering. 

*k * * 

It was announced in June that Dr. J. T. Boswell 
would begin practice in Wanamingo early in July 
Dr. Boswell recently completed his internship at 
the U. S. Naval Hospital at Great Lakes, Illinois. 

sw « 

Dr. Samuel H. Boyer, Sr., Duluth, was presented 
with the distinguished service award of the Minne- 
sota State Medical Association at the association’s 
meeting in Duluth on June 13. 

A graduate of the University of Pennsylvania ° 
Medical School, Dr. Boyer first came to Duluth in 
1891. During his years there he has been active both 
in politics and in the pioneering medical practice in 
the area. He is a former member of the state board 
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of health and past president of the Minnesota State 

Medical Association. A son, Dr. Samuel H. Boyer, 

Jr., is now associated with him in practice in Duluth. 
* ¢ @ 

Dr. Reuben F. Erickson, mayor of Edina, filed on 
June 17 as a candidate for the Republican nomination 
for Congress in the third district. A graduate of the 
University of Minnesota Medical School in 1926, Dr. 
Erickson is president-elect of the Hennepin County 
Medical Society. Always interested in politics, he was 
a member of the 1941 session of the state legislature 
from the 36th district. 

* cS * 

Dr. C. G. Nelson, Harmony, spent June and July 
at the University of Iowa, taking a postgraduate 
course in medicine. During his absence, Dr. O. M. 
Rotnem of Harmony conducted his practice. 

* *k * 


Announcement was made early in June that Dr. 
J. A. Guy would begin practice in New London on 
July 1. 

* * ok 

Four Mayo Clinic physicians received certificates 
of merit from the University of Minnesota at a 
ceremony in the Coffman Memorial Union on June 
6. The four were Dr. John L. Crenshaw, Dr. George 
B. Eusterman, Dr. James C: Masson and Dr. Arthur 
H. Sanford. 

* * * 

Dr. D. E. Greene, formerly of David City, Ne- 

braska, has become affiliated with the Starekow Clinic 
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in Thief River Falls. A graduate of the University 
of Nebraska Medical School in 1943, Dr. Greene in- 
terned at the University Hospital in Omaha, then 
served for two years in the Army. 

* * * 

The marriage of Dr. Hubert Theissen and Miss 
Armory] Keeney, both of Minneapolis, took place in 
Minneapolis on May 20. Dr. Theissen, a graduate of 
Marquette University Medical School, is affiliated 


1909 1950 with St. Mary’s Hospital, Minneapolis. 
eeee0e ee 9 


Dr. F. L. Bregel, St. James, was elected president 
a f the R -Wat y Medical Society 
of Arthritis and related con- % '° abwoed Watenwan County Moment Society 
203 2 at a meeting in New Ulm on May 23. Other officers 
ditions. Complete physical j,amed were Dr. O. B. Fesenmaier, New Ulm, vice 
examinations and laboratory __ president, and Dr. Bradley Kusske, New Ulm, sec- 
procedures given every pa- retary-treasurer. 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 


F. Pearson, M.D., associate. 


Physiotherapy for the relief 


* * * 


Minnesota’s mental health program was discussed 
by Dr. F. J. Braceland, head of the psychiatry sec- 
tion at the Mayo Clinic, at a meeting of the Meth- 
odist Men’s Club in Rochester on June 2. 


Tel. Shakopee 123 . ** 8 


a Dr. Grant F. Hartnagel, of the Interstate Clinic 
Ul in Red Wing, attended a one-week session of the 
International Congress on Obstetrics and Gynecology 
in New York late in May. 
MINNESOTA os 
Dr. Harvey Nelson, Minneapolis, was elected pres- 


U.S. Hwy. 212 
e » ident of the Minnesota Alumni Association at a 
anit ar /um meeting in Minneapolis on May 20. 


SHAKOPEE 





* * * 


Dr. F. M. MacDonald arrived in Nashwauk on 
May 15 to begin medical practice at the Itaska 
Clinic. He recently returned from Germany, where 
he had been with the Army of Occupation for two 
' years, 

THE : ., * * * 

After a year of practice in Spring Valley, Dr. E. P. 
Engels left on May 14 to take postgraduate work in 
medicine at the University Hospitals, Minneapolis. 
He was replaced at Spring Valley by Dr. W. H. Pe- 
terson, formerly of Owatonna. 

* + 6 

Dr. Christopher Graham was again honorary chair- 
man of the Rochester Art Festival in Rochester on 
May 20. 
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* * * 


Eight persons trained in foreign medical schools 
have qualified to practice medicine in Minnesota, it 
was announced on May 17. Fourteen others are now 
taking twelve months of graduate study in clinical 
medicine in approved hospitals. This progress has 
been made since Minnesota modified its licensing regu- 





MINNEAPOLIS Office: 
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lations for displaced physicians in February, 1949. 
Only one applicant for license has been rejected by 
the state board of medical examiners. 

* * * 

Dr, Howard L. Horns, assistant dean of the Uni- 
versity of Minnesota Medical School, was the principal 
speaker at the annual spring dinner meeting of the 
St. Thomas Aesculapian Club in Saint Paul on May 
17. 
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Dr. Herbert F. Plass, Minneapolis, representing 
the Hennepin County Medical Society, discussed the 
society’s attitude toward socialized medicine at a 
meeting of the Commonwealth Club in Minneapolis 
on May 19. 

* * * 

After twenty-one years of practice in Houston, 
Dr. W. W. Canfield left on May 14 to become a 
staff member of the St. Peter State Hospital. 

* * * 

The transformation of an eighty-two-year-old house 
into a modern medical office was completed in Le 
Sueur in June. The entire first floor of the house has 
been remodeled and redecorated to form a suite of 
medical offices for Dr. N. N. Sonnesyn of Le Sueur. 
The offices now include a reception room, examining 
room, x-ray room, emergency treatment room, pri- 
vate office and business office. 

¢ * # 

Principal speaker at a meeting of the Saint Paul 
Surgical Society on May 17 was Dr. Richard L. 
Varco, of.the department of surgery of the Univer- 
sity of Minnesota. Dr. Varco discussed carcinoma 
of the lung. 

Se ¢ 

Dr. John Van Duyn, formerly of Duluth, has be- 
come surgeon for the Community Health Center and 
hospital in Two Harbors. He succeeds Dr. Joseph 
Bloom, who has moved to Duluth to conduct his 
Practice, 


Jury, 1950 


Physicians named to membership in the “Fifty 
Club” at the annual meeting of the Minnesota State 
Medical Association in Duluth in June include the 
following: 


Dr. Samuel Amberg, Rochester; Dr. J. B. Clement, 
Lester Prairie; Dr. W. H. Condit, Dr. A. E. Booth, 
Dr. Annah Hurd, Dr. James F. Kennedy, Dr. C. M. 
Oberg, Dr. J. W. Olson, Dr. S. M. White, Dr. A. 
E. Wilcox, all of Minneapolis; Dr. W. A. Coventry, 
Dr. A. T. Laird, Dr. C, W. Taylor, all of Duluth; Dr. 
Oscar Daignault, Benson; Dr. J. P. Freeman, Glen- 
ville; Dr. E. C. Gaines, Buffalo Lake; Dr. F. D. Gray, 
Marshall; Dr. A. D. Haskell, Alexandria; Dr. F. R. 
Huxley, Faribault; Dr. G. P. Kirk, East Grand 
Forks; Dr. F. M. Manson, Worthington; Dr. G. R. 
Matchann, Dr. F. J. Plondike, both of Saint Paul; 
Dr. O. W. Parker, Moose Lake; Dr. E. A. T. Reeve, 
Elbow Lake; Dr. T. F. Rodwell, Mahnomen; Dr. 
M. W. Smith, Red Wing; Dr. F. P. Strathern, St. 
Peter, and Dr. W. H. Valentine, Tracy. 


* * * 


It was announced on June 22 that Dr. I. G. Davis, 
Rushford, had sold his medical practice and would 
retire on July 1 because of ill health. Dr. Davis has 
practiced in Rushford for thirty-one years. A grad- 
uate of Rush Medical College, he interned at Luth- 
eran Hospital, La Crosse, Wisconsin. He served in 
the Army during World War I. 


Dr. Davis is succeeded by Dr. Myron J. Woltjen, 
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who recently completed his internship at Asbury 
Hospital, Minneapolis. He is a graduate of the Uni- 
versity of Minnesota Medical School. 

* * * 


HOSPITAL NEWS 


Opening ceremonies for the new Swift County- 
Benson Hospital were held at Benson on June 18. 
Principal speaker at the event was Dr. Walter 
Kvale, consultant in the division of medicine at the 
Mayo Clinic. Ceremonies also included a victory din- 
ner, a band concert and presentation of the keys for 
the hospital. 

x * * 

Fourteen staff members of St. Barnabas Hospital, 
Minneapolis, formed a special band, the “Barnabas 
Barn Burners,” to entertain their fellows at the an- 
nual hospital picnic in early June. Costumes for the 
players were green surgical caps and white operating- 
room shirts and trousers. Audience response to their 
efforts was enthusiastic. 


x * * 
BLUE CROSS-BLUE SHIELD NEWS 


The Blue Shield Board held its annual meeting in 
Duluth in conjunction with the Minnesota State Med- 
ical Association’s annual meeting, June 12-14. All offi- 
cers were re-elected. They include: Dr. Olof I. Sohl- 
berg, Saint Paul, president; Dr. Richard R. Cranmer, 
Minneapolis, vice president; Dr. C. A. McKinlay, Min- 
neapolis, secretary; and Dr. W. A. Coventry, Duluth, 


RELIABILITY! 


For years we have maintained the 
highest standards of quality, expert 
workmanship and exacting conform- 
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a@ service appreciated by physicians 
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Re-elected to the board of directors for three years 
were Dr. Coventry; Dr. E. M. Hammes, Saint Paul; 
Dr. P. G. Hoeper, Mankato, and Dr. McKinlay. 

Blue Shield enrollment totalled 332,288 as of April 30, 
and Minnesotans received over half-a-million dollars in 
Blue Shield benefits during the first four months of this 
year. By April 30, benefits to Blue Shield subscribers 
this year amounted to $580,645, of which $536,312 was 
for medical-surgical care subscribers received in hos- 
pitals, $43,383 for care received in doctors offices. 

Of the total 14,422 claims submitted during this four- 
month period, 11,524 were incurred by subscribers in 
hospitals, 2,849 in doctors’ offices, and 49 in homes, rep- 
resenting 17,860 medical-surgical services in all. 

During April, Blue Shield benefits totalled $169,512 
for 4,133 claims submitted, representing 5,181 Blue Shield 
services. Persons in the lower income group, who receive 
unlimited benefits under Blue Shield, presented 1,267 or 
30.7 per cent of the total claims paid during April. Dur- 
ing the first four months of this year, 4,513 unlimited 
subscriber claims were paid, representing 31.3 per cent 
of the total number of claims paid. 

Participating Blue Shield doctors provided services 
for 3,963 or 96 per cent of the claims paid in April, 
and for 13,818 or 96 per cent of the claims paid during 
the first four months of 1950. 

Over 13,000 Minnesotans enrolled in Blue Cross during 
April, making a total Blue Cross enrollment of 1,017,602 
in Minnesota. More than a million-and-a-half persons 
enrolled in the 90 Blue Cross hospital service plans 
during the first three months of this year, making this 
the second highest quarterly enrollment in Blue Cross 
history. Over 37,444,000 persons were enrolled in Blue 
Cross at the end of March, representing 24 per cent of 
the United States population and 21 per cent of the 
Canadian people. ° 

National enrollment in Blue Shield plans during the 
first quarter of this year has not been reported as yet. 


The wise doctor has always considered his patient as 
a man or woman who is suffering from, say, a growth 
or a tuberculous infection, rather than the uninteresting 
container in which some morbid process happens to be 
placed. NorMAn B. Capon, M.D., F.R.C.P., Brit. MJ, 
April 15, 1950. 
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Books Rated here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











PRACTICE OF MEDICINE. Fifth Edition. Jonathan Camp- 
bell Meakins, C.B.A., M.D., LL.D., D.Sc. Formerly Pro- 
fessor of Medicine and Director of the Department of Medi- 
cine, McGill University; formerly Physician-in-Chief, Royal 
Victoria Hospital, Montreal; formerly Professor of Therapeu- 
tics and Clinical Medicine, "University of Edinburgh; Fellow 
of Royal Society of Edinburgh; Fellow of Royal Society of 
Canada; Fellow of the Royal College of Physicians, London ; 
Fellow of the Royal College of Physicians, Edinburgh; Hon- 
orary Fellow of the Royal College of Surgeons, Edinburgh; 
Fellow of the Royal College of Physicians, Canada; Fellow 
of the American College of Physicians; Honorary Fellow of the 
Royal Society of Medicine. 1,558 pages. Illus. Price $13.50, 
cloth. St. Louis: C. V. Mosby Co., 1950. 


THE MERCK MANUAL OF DIAGNOSIS AND THER- 
APY. Eighth Edition. 1,592 pages. I[Mus. Price $4.50, regu- 
lar edition, $5.00, thumb indexed edition. Rahway, N. 3o2 
Merck & €o., inc. -» 1950. 


ESSENTIALS OF OPHTHALMOLOGY. Roland I. Pritikin, 
M.D., F.A.C.S., F.1.C.S., Eye Surgeon, Rockford Memorial, 
Winnebago County oy Swedish-American Hospitals; Consult- 
ing Ophthalmologist, St. Anthony Hospital, Rockford, Hospital. 
561 pages. Illus. Price, $7.50, cloth. Philadelphia: i 
Lippincott Company, 1950. 


SAINTS, SINNERS AND PSYCHIATRY. Camilla M. Ander- 
son, M.D. Assistant Clinical Professor of Psychiatry, Uni- 
versity of Utah. 206 pages. Price $2.95, cloth. Philadelphia: 
J. B. Lippincott Company, 1950. 


THE MASK OF SANITY. (Second edition). Hervey Cleck- 
ley, M.D., Professor of Psychiatry and Neurology, University 
of Georgia ——— of Medicine, Augusta, Ga. 569 pages. Price, 
$6.50, cloth. . Louis: C, V. Mosby Co., 1950. 


CLINICAL ELECTROCARDIOGRAPHY. Francis F. Rosen- 
baum, M.D. Assistant Clinical Professor of Medicine, Marquette 
University School of Medicine; Staff, Milwaukee County Hos- 
pital; Associate Staff, Columbia Hospital; Adjunct Staff, Mil- 
waukee Children’s Hospital; Cardiac Consultant and Attendant, 
Cardiac Clinic, Milwaukee Children’s Hospital, Milwaukee, 
Wisconsin; Edited by Henry A. Christian, A.M., M.D., LL.D., 
Sc.D. (Hon. ), M.A.C.P., Hon.F.R.C.P. (Can. . D.S.CM.(A.- 
M.A.). (Reprinted from Oxford Loose-Leaf Medicine with the 
same page numbers as in that work.) 200 pages. Illus. Price, 
$4.50, cloth, New York: Oxford University Press, 1950. 


CLINICAL LABORATORY METHODS AND DIAGNOSIS. 
By R. B. H. Gradwohl, M. 2. Director of the Gradwohl School 
of Laboratory Technique, i Mo. 4th Edition, 3275 
pages. Price $40.00. is * “3 Mosby Company, 1948. 
This three-volume work on “Clinical Laboratory meth- 

ods and Diagnosis” is a fourth edition of the original 

single volume textbook of the same name on “Laboratory 

Procedures with their Interpretation,” later enlarged to 

two volumes, to which has been added in the present edi- 

tion, a third dealing entirely with medical parasitology. 
The author is well known among laboratory workers, 
not so much as a pathologist, but as a_ successful 

Proprietor of a widely advertised school, established to 

train people who wish to work as technical assistants and 

technicians in the clinical laboratory. The first edition 

Was published in 1935, presumably as an outgrowth of a 
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BOOK REVIEWS 


compendium on clinical laboratory methods, specially 
prepared for the use of the students in the training 
school and, as such, represented a compilation of tech- 
niques and procedures employed in the contemporary 
clinical laboratories and found in textbooks of labora- 
tory diagnosis and clinical pathology, and in current 
technical journals. 


Naturally, a number of methods and procedures de- 
scribed are obsolete or not in current use, and merely 
help to swell the volume, making it appear more impos- 
ing, and adding to its cost. Therefore, it is the reviewer’s 
opinion that the first and second volumes might have 
been made more useful if the obsolete and discarded 
methods and procedures had been omitted and refer- 
ences thereto dropped. 

Illustrations are plentiful. A majority of them are 
copied from other publications, and are so indicated. 
The original photographs and drawings are not impres- 
Sive. 

The present edition has been thoroughly revised, re- 
written in many instances, and new materials have been 
added. This is particularly evident in chapters on blood 
chemistry, hematology, blood groups and transfusion, 
bacteriology, toxicologic technique, crime laboratory 
methods, and electrocardiography. The third volume, 
devoted to parasitology and tropical medicine, by Pedro 
Konri, Professor of Parasitology of the Faculty of 
Medicine, Havana University, Havana, Cuba, represents 
a complete treatise on medical parasitology, and probably 
ranks as one of the most comprehensive and best illus- 


trated on medical parasitology. It is a pity that this 
volume cannot be purchased without the burden of the 
other two. 

In size, the book is the largest ever attempted among 
the textbooks of clinical laboratory procedures and 
diagnosis, and covers the field of medical laboratory 
diagnosis more profusely than any in print in the English 
language. It may well be added as a reference in the 
library of a clinical laboratory, as well as in general 
medical libraries. 

Kano IKepa, M.D. 


BRUCELLOSIS (UNDULANT FEVER): CLINICAL AND 
SUBCLINICAL. By Harold J. Harris, M.D., F.A.C.P., with 
the assistance of Blanche L. Stevenson, R.N. 544 pages. 111 
illustrations—12 in color. Price $10.00. 2nd Edition, revised 
and enlarged. New York; Paul B. Hoeber, Inc., 1950. 


This book deals with the author’s experiences in 700 
cases of brucellosis supplemented by other information 
based upon other cases in the literature. It is an enlarged 
and revised edition of the previous volume published in 
1941. There are 544 pages and 111 illustrations, includ- 
ing 12 colored plates, which are interspaced in the read- 
ing matter to bring the points discussed more clearly 
home. 

A cursory glance through the text reveals a foreword, 
eleven chapters, and a large bibliography which is not 
complete. 

The foreword is written by Walter M. Simpson, MLS., 
M.D., F.A.C.P. 


Chapter I—Introduction. Deals with the history, no- 
menclature, and definition of brucellosis. 
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Chapter II—Etiology. Discusses the bacteriology, 
morphology, serology, and other characteristics of the 
three known species bringing out the fact that knowledge 
is still far from complete as to the pathogenicity of the 
three species for various animals. 


Chapter III—Epidemiology. Concerns itself with the 
infectiousness, methods of transmission, and the incidence 
of brucellosis in the United States and in other parts of 
the world. 


Chapter IV—Pathology. Bears out the author’s state- 
ment that because of the comparatively few deaths from 
brucellosis most observers have had to content themselves 
with operative findings, radiographic changes and clinical 
observations to study pathology. An attempt is made 
to show that the disease affects every organ in the body. 
The relationship of brucellosis and Hodgkin’s disease is 
also discussed. 


Chapter V—Symptomatology. In this chapter the au- 
thor states that the only symptom common to all cases is 
fatigue. Numerous case histories of the disease with 
marked emphasis on the mimicry of brucellosis with so 
many other diseases. 


Chapter VI—Diagnosis. This brings out at length the 
difficulties encountered in diagnosis. A positive blood 
culture is the only true method of diagnosis. In all 
Patients, a suspicion of the disease should be entertained 
and the reliance upon cultures, agglutination reactions, 
skin tests, opsonocytophagic tests, and occasional biopsy 
of lymph gland, and their interpretation will aid in the 
diagnosis of latent and chronic cases. The author at- 
taches great significance to the opsonocytophagic test as 
4 prognostic aid in the treatment. 


Jury, 1950 


Chapter VII—Psychologic Studies in Chronic Brucel- 
losis. 

Chapter VIII—Prognosis points out the fact that bru- 
cellosis is not a self limited disease, and one cannot say 
a patient is cured because of the spontaneous remissions 
and exacerbations of the disease. It demonstrates the 
low mortality of 3.4 per cent among the cases reported 
and speculates over the actual morbidity of the disease. 

Chapter [X—Treatment. Discusses the role of rest, 
diet, psychotherapy, diathermy, x-ray and neoarsphena- 
mine. Results of combined sulfadiazine and strepto- 
mycin therapy, the transfusion of immune blood, of anti- 
sera, and some information on the use of newer anti- 
biotics such as aureomycin and chloromycetin are dis- 
cussed. The author spends a great deal of space on Bru- 
cella antigen therapy and places a great deal of value 
on its use. 

Chapter X—Prophylaxis. Stresses the fact that pas- 
teurization of milk and the removal of infected animals 
will do a great deal. Some speculations on immuniza- 
tions in individuals are also discussed. 


Chapter XI—Addenda. The newer aspects of brucel- 
losis in relation to other diseases are described, and a 
more thorough discussion on aureomycin and chloro- 
mycetin, bringing it up to date, is included. 

The book is a thorough, detailed treatise on brucellosis 
and covers the latest diagnostic methods, prognosis, pro- 
phylaxis, and treatment in concise terms. It is well 
written and is recommended to those who have any in- 
terest in brucellosis. 

James Bettomo, M.D. 
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Replies to advertisements with key numbers should be 
mailed in care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn. 


FOR SALE—Reasonable terms, or might consider leas- 
ing, 13-bed hospital and clinical building in Deer River, 
Minnesota. In heart of Itasca County fishing and hunt- 
ing region. Perfect location for two general prac- 
titioners who want to do a lot of general surgery, OB, 
etc. Each man should be able to make $12,000 to 
$18,000 per annum if willing to work. Contact Dr. A. 
L. Koskela, Deer River Clinic, Deer River, Minnesota. 
Telephone 70. 


EXCELLENT OPPORTUNITY FOR PHYSICIAN 
—Well established practice available in Northeast Min- 
neapolis; fully equipped office; reasonable terms. Ad- 
dress E-213, care MINNESOTA MEDICINE. 


WANTED—Locum tenens beginning in August fof at 
least six months. General practice near Twin Cities. 
Permanent association if desired. Address E-214, care 
MINNESOTA MEDICINE. 


WANTED—Young physician to become associated with 
very busy general M.D., near Twin Cities, with view 
of partnership or buying practice. Address E-215, care 
MINNESOTA MEDICINE. 


WANTED—Physician who is interested in surgery and 
will gradually take over surgical part of small group 
practice. Address E-216, care MINNESOTA MEDICINE. 


FOR SALE—Northwest Washington—General practice, 
$20,000 gross. Six-room office building with four- 
room apartment under same roof. Centrally heated. 
Selling for reasons of health. Address E-217, care 
MINNESOTA MEDICINE. 


FOR SALE—General practice and office equipment. 
Population 9,000. Will introduce. Open staff hos- 
pital. Available September 1. Address E-218, care 
MINNESOTA MEDICINE. 


FOR RENT—New building being completed for medical 
profession. Highland Park district, Saint Paul; plenty 
of parking space, main floor. 611 South Snelling Ave- 
nue, phone DeSoto 2856; evening phone Emerson 4559. 


FOR SALE—30 milliampere Picker vertical fluoroscope. 
Like new. A bargain. Address E-219, care MINNESOTA 
MEDICINE. 


WANTED—Young man, obstetrical training. Small 
group practice in North Dakota. Excellent future. Ad- 
dress E-220, care MINNESOTA MEDICINE. 
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We have scores of positions for general practitioners in 
the Twin Cities, in this state and many other states. 

We need general practitioners for locum tenens. 

We have several locations and several practices for sale. 
Among our many attractive openings for board men are the 
following: 

Pathologist for 600-bed midwest hospital; 

Orthopedic surgeon for excellent set-up in the Medical 
Arts Building in an Arkansas City, practice and all equip- 
ment for sale for price of equipment, by widow. 

Write or visit us at one of our offices. 


MEDICAL PLACEMENT REGISTRY 


i Saint Paul 
Rochester, Minnesota Suite 480" Ley Medical 
Arts Bldg. 


11th Floor Kahler Hotel 


Minneapolis 


Minneapolis Campus Office 
916 Medical Arts Bldg. - 


S. E. Washington 
Gladstone 9223 














Minnesota MEDICINE 
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